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TO:  The  Governor,  Members  of  the  G( 

Providers  and  Citizens  Concern! 
Abuse  Issues. 


This  First  Comprehensive  State  Plan 
Department  of  Alcoholism  and  Substance 
hope  and  expectation  that  it  will  prc 
and  continuing  exploration  of  directio 
of  new  services  and  for  a wider  ranc 
alcoholic  and  substance  abusing  persons 
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As  a nation,  and  in  our  State,  we 
private  policy  approaches  to  the  prot 
abuse.  The  widely  perceived  failure 
continuing  controversies  over  respons' 
social  use  parameters,  recent  legisl 
around  this  use  such  as  the  21  year  drinking  age  mandate,  proposals 
to  strengthen  drug  enforcement  activities,  increased  investment  in 
field  research, and  development  of  significant  prevention  constitu- 
encies are  in  counterpoint  to  the  established  alcohol  and  pharma- 
ceutical industries  which  are  major  national  industrial  assets  and 
are  viewed  as  participating  in  problem  solving  for  abusive  use  or 
illegal  diversion  of  these  substances. 


The  opportunities  for  development  of  more  constructive  and  con- 
sistent policy  approaches,  in  concert  with  growth  of  the  service 
delivery  system,  are  clearly  present  in  Illinois  and  the  new  con- 
solidated Department  offers  the  field  and  the  concerned  public  a 
significant  focal  point  for  accomplishing  these  objectives. 


EDWARD  T.  DUFFY/ 
Director 
May,  1985 


o e 


I 

STATE  OF  ILLINOIS 

DEPARTMENT  OF 
ALCOHOLISM  AND 
SUBSTANCE  ABUSE 


STATE  OF  ILLINOIS  CENTEFI 
100  WEST  RANDOLPH  STREET 
SUITE  5-600 
CHICAGO.  ILLINOIS  60601 
312-793-9500 


EDWARD  T.  DUFFY 
DIRECTOR 


DLi  Oil.  j c .Vj 


s 


rn  / 

r:  r i 


10P 


/ OF  ILL:i 
AT  UR5ANA-^^’<i 


TO;  The  Governor,  Members  of  the  General  Assembly,  Service 
Providers  and  Citizens  Concerned  with  Alcohol  and  Drug 
Abuse  Issues. 


This  First  Comprehensive  State  Plan  developed  by  the  new  Illinois 
Department  of  Alcoholism  and  Substance  Abuse  is  sent  to  you  with  the 
hope  and  expectation  that  it  will  provide  a basis  for  our  discussion 
and  continuing  exploration  of  directions  for  growth  and  development 
of  new  services  and  for  a wider  range  of  access  and  acceptance  for 
alcoholic  and  substance  abusing  persons  to  utilize  these  services. 

As  a nation,  and  in  our  State,  we  have  a confusion  of  public  and 
private  policy  approaches  to  the  problems  of  alcohol  and  substance 
abuse.  The  widely  perceived  failure  of  prohibition  approaches,  the 
continuing  controversies  over  responsible  use  and  recreational  and 
social  use  parameters,  recent  legislative  attempts  to  draw  limits 
around  this  use  such  as  the  21  year  drinking  age  mandate,  proposals 
to  strengthen  drug  enforcement  activities,  increased  investment  in 
field  research, and  development  of  significant  prevention  constitu- 
encies are  in  counterpoint  to  the  established  alcohol  and  pharma- 
ceutical industries  which  are  major  national  industrial  assets  and 
are  viewed  as  participating  in  problem  solving  for  abusive  use  or 
illegal  diversion  of  these  substances. 

The  opportunities  for  development  of  more  constructive  and  con- 
sistent policy  approaches,  in  concert  with  growth  of  the  service 
delivery  system,  are  clearly  present  in  Illinois  and  the  new  con- 
solidated Department  offers  the  field  and  the  concerned  public  a 
significant  focal  point  for  accomplishing  these  objectives. 


EDWARD  T.  DUFFY/ 
Director 
May,  1985 
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INTRODUCTION 


The  legislation  creating  the  Department  of  Alcohol- 
ism and  Substance  Abuse  listed  among  the  powers, 
duties  and  functions  of  the  Department  the  require- 
ment: "To  develop  an  annual  comprehensive  State  plan 
for  the  provision  of  early  intervention,  treatment, 
rehabilitation,  prevention,  education,  and  other 
services  and  activities  to  alleviate  alcoholism, 
alcohol  abuse  and  misuse,  drug  addiction,  and  other 
drug  abuse  and  misuse.  The  plan  shall  include  a 
statement  of  problems,  needs,  priorities,  services 
and  other  pertinent  information  for  the  entire  State 
and  each  region  of  the  State.  Such  plan  shall  also 
include  a statement  of  the  needs  of  minorities  and 
other  specific  populations.  In  the  development  of 
the  plan,  input  shall  be  sought  from  providers,  par- 
ent groups,  associations,  and  interested  citizens 
including  the  Illinois  Advisory  Council  on  Alcohol- 
ism and  Substance  Abuse." 

What  follows  is  the  first  such  comprehensive  State 
Plan.  It  covers  the  administrative  history  of  the 
new  Department  and  its  administrative  structure,  the 
planning  process  and  how  it  obtains  the  broadest  pos- 
sible input,  a detailed  outline  of  the  available 
data  on  alcoholism  and  substance  abuse,  and  trend 
analyses  of  this  data.  The  report  then  goes  on  to 
outline  an  Integrated  Community  Services  System  cov- 
ering Prevention,  Intervention,  Criminal  Justice, 
and  Driving  Under  the  Influence  legislation;  Treat- 
ment and  Rehabilitation  programs  for  the  State  as  a 
whole  followed  by  a Regional  Analysis,  and  Aftercare. 
The  concluding  sections  of  the  plan  cover  Special 
Projects  and  Programs  and  Support  Services.  The 
sections  of  the  Act  relating  to  each  Chapter  are 
noted  on  the  title  pages. 


This  plan  covers  FYs  86,  87,  and  88  and  most  of  the 
sections  include  a broad  outline  of  problems  to  be 
studied,  comments  upon  some  solutions  to  long-range 
issues,  and  finally,  detailed  outlines  of  specific 
programs  related  to  these  broad  issues,  both 
on-going  programs  and  those  to  be  put  into  effect  in 
the  immediate  future.  The  second  FY'87  and  third 
FY'88  editions  of  this  plan  will  update  this  first 
edition,  report  on  progress  made  in  the  specific 
programs,  and  outline  new  directions  to 
At  the  end  of  this  three  year  cycle, 
cycle  will  build  on  this  first  phase  of 
if i cation  and  accomplishment  toward 
plan  for  Illinois. 
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CHAPTER  I 


HISTORY.  ORGANIZATION  AND  PLANNING  PROCESS 


P.A.  83-969,  111.  Rev.  Stat.,  Ch.  Ill  1/2.  par.  6301  et. 
seq. 

Paragraph  5:  The  Director  of  the  Department  of  Alco- 
holism and  Substance  Abuse  may  organize  the  staff  of  the 
Department  into  such  departments,  bureaus,  sections  or 
divisions  as  he  may  deem  appropriate. 

Paragraph  6,  Subparagraph  (b)  the  Department  shall  de- 
velop the  State  Plan  so  as  to  receive  input  from  pro- 
viders, parent  groups,  associations,  and  interested 
citizens  including  the  Illinois  Advisory  Council  on 
Alcoholism  and  Substance  Abuse. 

Subparagraphs  (e)  and  (aa)  require  that  the  Department 
review  State  health,  welfare,  and  treatment  plans  to  be 
submitted  for  Federal  funding  insofar  as  they  relate  to 
the  alcohol  and  drug  responsibilities  of  the  Department 
and  also  to  promulgate  needed  rules  and  regulations. 

Subparagraphs  (i)  and  (j)  require  the  Department  to  co- 
ordinate the  funding  of  alcoholism  and  drug  abuse  func- 
tions, to  accept  gifts  or  grants  and  to  act  as  the  sole 
state  agency  to  accept,  receive  and  expend  funds  grants 
and  services  from  the  Federal  Government  or  its  agents 
and  to  make  such  agreements,  grants-in-aid  and  purchase- 
care  arrangements  as  needed. 

Subparagraph  (x)  To  promote,  conduct,  assist  and  sponsor 
basic,  clinical,  epidemiological  and  statistical  re- 
search in  alcoholism  and  substance  abuse  either  individ- 
ually or  in  conjunction  with  any  public  or  private 
agency. 
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CHAPTER  I 


HISTORY,  ORGANIZATION,  AND  PLANNING  PROCESS 
INTRODUCTION 

The  Department  of  Alcoholism  and  Substance  Abuse  (DASA)  was  created  by  the 
General  Assembly  through  the  enactment  of  H.B.  963  in  the  fall  of  1983  as 
approved  by  the  Governor  on  December  2,  1983,  becoming  Public  Act  83-969 
entitled  the  Alcoholism  and  Substance  Abuse  Act  and  incorporated  into 
111.  Rev.  Stat.,  Ch.  Ill  1/2,  par.  6301  et.  seq.  This  act  assigns  respon- 
sibility for  the  implementation  of  a broad  array  of  services  for  alcohol- 
ism, drug  addiction,  and  substance  abuse  throughout  Illinois. 

This  statute  consolidated  the  alcoholism  planning,  treatment  and  preven- 
tion functions  which  were  previously  administered  by  the  Division  of  Alco- 
holism, Department  of  Mental  Health  and  Developmental  Disabilities  (DMH/ 
DD),  with  the  drug  abuse  planning,  treatment  and  prevention  functions 
previously  administered  by  the  Dangerous  Drugs  Commission  (DDC). 

In  addition.  Public  Act  83-778,  111.  Rev.  Stat.  Ch.  56  1/2,  par.  1301  et. 
seq.  transfered  responsibility  for  administering  the  Triplicate 
Prescription  Program  from  the  Department  of  Registration  and  Education  to 
the  Department  of  Alcoholism  and  Substance  Abuse  effective  with  the 
creation  of  the  new  Department.  The  same  Act  created  the  Juvenile  Drug 
Abuse  Fund  (Par.  1413)  to  be  used  for  funding  of  programs  and  services  for 
drug-abuse  treatment  for  juveniles. 

The  new  Department  also  continues  to  maintain  the  responsibilities  previ- 
ously assigned  to  the  Dangerous  Drugs  Commission  under  the  Controlled 
Substances  Act,  111.  Rev.  Stat.,  Ch.  56-1/2,  par.  1100  et.  seq.,  for  the 
scheduling  of  specific  substances  in  accordance  with  criteria  set  forth  in 
the  statute.  This  Act  Established  a system  for  controlling  the  manufac- 
ture, distribution,  and  possession  of  these  controlled  substances  in  addi- 
tion to  providing  enforcement  procedures  and  penalty  structures  for  viola- 
tions. Similarly,  the  Cannabis  Control  Act,  111.  Rev.  Stat.,  Ch.  56-1/2, 
par.  701  et.  seq.  regulates  the  production,  distribution  and  possession  of 
marijuana  and  other  cannabis  products,  including  uses  of  these  products 
for  medical  research. 

The  mandate  established  by  the  General  Assembly  in  enacting  the  "Alco- 
holism and  Substance  Abuse  Act"  states  the  following  in  Article  I, 
Paragraph  2: 


"It  is  the  public  policy  for  this  State  that  the 
human  suffering  and  social  and  economic  loss 
caused  by  the  illness  of  alcoholism,  addiction  to 
controlled  substances,  the  use  of  cannabis,  and 
the  abuse  and  misuse  of  alcohol  and  other  drugs 
are  matters  of  grave  concern  to  the  people  of  the 
State.  It  is  imperative  that  a comprehensive  and 
coordinated  strategy  be  developed  through  the 
leadership  of  a consolidated  and  functionally 
f integrated  State  agency....  Key  elements  of  a 
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comprehensive  and  coordinated  strategy  should  in- 
clude but  are  not  limited  to:  the  availability 
of  prevention  programs  to  a broad  spectrum  of 
Illinois  citizens,  especially  youth  and  other 
groups  at  risk  of  developing  substance  abuse  pro- 
blems; careful  consideration  of  and  attention  to 
the  special  needs  of  minorities  and  rural  popula- 
tions; the  cooperation  with  other  agencies  in  the 
development  of  programs  and  services  targeted  to 
the  identification  and  treatment  of  the  intoxi- 
cated and/or  drugged  driver  and  related  efforts 
to  prevent  and  control  drunk  and  drugged  driving; 
research  on  the  effects  and  consequences  of  the 
abuse  of  the  substances;  public  information  and 
public  awareness  efforts;  the  provision  of  a 
broad  range  of  early  intervention,  treatment  and 
rehabilitation  for  alcoholics,  controlled  sub- 
stances addicts  and  alcohol  and  other  drug 
abusers  to  the  end  that  these  unfortunate  indi- 
viduals may  be  restored  to  good  health  and  again 
become  useful  citizens  in  the  community." 

The  development  of  a Comprehensive  and  Coordinated  Strategy  is  given  ini- 
tial formulation  in  this  State  Plan.  The  key  elements  of  this  strategy  as 
outlined  above  are  cross-referenced  to  the  appropriate  chapters  below. 

. Prevention  - Chapter  III-A 

. Attention  to  Youth  - Chapters  III-A  and  IV 
. Attention  to  Minorities  and  Rural  Populations  - Chapter  III-C 
. Driving  Under  the  Influence  - Chapter  III-B 
. Research  - Chapter  I 

. Public  Information  and  Awareness  - Chapter  III-A 

. Intervention,  Treatment  and  Rehabilitation  - Chapters  III-B,  C,  and  D 


The  Department  has  developed  a statement  of  mission  and  three  major  goals 
to  serve  as  a frame’ for  its  work. 


Mission  To  enhance  the  quality  of  life  in  Illinois  by  eliminating  human 
suffering  and  social  and  economic  loss  caused  by  the  abuse  and 
misuse  of  alcohol  and  other  drugs. 

Goals  . Assure  availability  and  quality  of  appropriate  services 

. Assure  the  effective  use  of  resources 


. Provide  effective  and  progressive  leadership 


HISTORY  OF  CONSOLIDATION 

In  its  Report  to  the  83rd  General  Assembly,  which  became  the  basis  for  the 
legislation  creating  the  Department,  the  Joint  Committee  on  the  Consoli- 
dation of  Alcoholism  and  Drug  Abuse  Programs  briefly  outlined  recent 
history  pointing  out  that  the  idea  of  consolidating  the  State's  administra- 
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tion  of  alcoholism  and  drug  abuse  programs  had  been  disussed  by  profes- 
sionals in  both  fields  for  at  least  five  years.  Formal  discussion  began 
in  1982  and  in  the  summer  of  that  year  the  first  in  a series  of  meetings 
was  held  with  a "broad  spectrum  of  professionals  and  organizational  repre- 
sentatives to  discuss  1)  whether  consolidation  was  a feasible  and  desired 
goal,  and  2)  what  form  any  potential  reorganization  should  take."  By  early 
1983  representatives  of  both  fields  had  met  several  times  and  agreed  that 
consolidation  was  desirable,  however,  the  exact  location  of  the  newly 
merged  body  within  the  State  Government  and  its  organizational  structure 
remained  undetermined. 

The  Joint  Committee  was  created  by  the  legislature  and  given  the  charge  to 
"choose  between  a new  or  reorganized  State  agency,  and  recommend  the  other 
ingredients  for  program  consolidation."  During  the  next  six  months  the 
Joint  Committee  held  five  public  hearings  and  met  many  more  times.  It 
became  apparent  that  while  there  was  major  agreement  that  a functional 
reorganization  was  desirable  and  necessary  for  the  growth  and  improvement 
of  services,  and  that  this  change  should  occur  as  soon  as  possible,  there 
remained  the  basic  structural  question;  incorporate  programs  into  an 
existing  State  agency  or  create  a new  State  Code  Department? 

It  was  the  final  decision  of  the  Joint  Committee  in  its  report  to  the 
legislature  that  the  consolidation  take  place  in  the  form  of  a new  free 
standing  Code  Department  but,  in  light  of  many  practical  and  technical 
problems  involved  in  such  a consolidation,  it  proposed  a plan  to  incre- 
mentally legislate  this  reorganization.  It  recommendated  that  legislation 
be  passed  which  authorized  the  creation  of  a new  code  Department,  and  re- 
quired that,  once  this  structural  question  was  ratified  by  the  General 
Assembly  and  the  Governor,  further  study  be  conducted  and  recommendations 
made  to  resolve  other  substantive  issues.  The  legislation  passed,  was 
signed  by  the  Governor,  and  a new  Department  was  established  to  be  oper- 
ational by  July  I,  1984.  Shortly  thereafter  the  Governor  appointed  a task 
force  of  prominent  professionals  and  administrators  to  oversee  the  transi- 
tion from  two  separate  administrations  to  a consolidated  Department,  and 
to  help  resolve  some  of  the  substantive  and  technical  issues  to  which  the 
Joint  Committee  had  referred. 

Transition  Task  Force  The  Task  Force  consisted  of  some  33  members  repre- 
senting the  full  spectrum  of  those  individuals,  state  agencies,  profes- 
sional organizations,  and  services  providers,  concerned  and  interested  in 
this  difficult  and  necessary  transition.  The  Task  Force  organized  itself 
into  three  working  committees:  Organization  and  Staffing,  Funding  and 

Resources,  and  Systems  and  Procedures.  Each  Committee  was  specifically 
assigned  to  insure  that  the  key  objectives  of  the  transition  process  be 
successfully  accomplished  --  namely,  that  program  services  continue 
uninterrupted  and  at  the  current  level  of  support.  Each  committee 
established  additional  objectives  and/or  priority  concerns  and  made  a 
series  of  recommendations  to  the  full  Task  Force  for  both  short  and  long 
term  consideration  by  the  Department.  Staff  of  the  Division  of  Alcoholism 
and  the  Dangerous  Drugs  Commission  were  assigned  to  support  the  work  of 
the  Task  Force  through  a variety  of  staff  teams  which  were  charged  with 
providing  detailed  work  plans  to  complete  the  necessary  procedures  needed 
to  guarantee  continued  support  of  community  services  programs.  Range  and 
scope  of  the  Task  Force  assignment  and  the  recommendations  they  made  are 
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evidenced  throughout  this  first  State  Plan. 

Although  the  efforts  of  the  Joint  Committee  and  the  Task  Force  were  suc- 
cessful in  creating  the  new  Department  and  carrying  out  a relatively 
smooth  transition,  a number  of  items  for  consideration  by  the  new  Depart- 
ment were  not  resolved  and  were  directed  for  future  action.  Before 
turning  to  the  administrative  structure  of  the  new  Department,  these  items 
are  outlined  below  and  cross-referenced  to  actions  al ready  taken  in  the 
first  months  of  the  Department's  existence: 

. Consolidated  Licensing  Administration.  The  Joint  Committee  raised 
the  question  of  the  fact  that  alcohol  treatment  program  licensure  now 
resides  with  the  Department  of  Public  Health  (DPH)  and  drug  treatment 
programs  are  licensed  by  the  new  Department.  (See  the  discussion  fol- 
lowing the  report  on  the  activities  of  the  DASA  Advisory  Council 
later  in  this  chapter.) 

. Consolidated  licensing  standards.  The  Joint  Committee  held  that 

whatever  the  decision  on  the  above  question,  study  should  continue  as 
to  consolidating  these  standards  into  a single  set.  (See  the 
Advisory  Council  report  later  in  this  chapter.) 

. The  Task  Force  recommended  creation  of  a system  to  coordinate  the 

work  of  the  new  Department  and  DMH/DD  for  the  continuity  of  care  for 
individuals  with  dual  or  multiple  problems  diagnosed.  (See  the  pro- 
ject outlined  in  Chapter  III-C.) 

. The  Task  Force  expressed  concern  as  to  coordination  with  the  Depart- 
ment of  Children  and  Family  Services  for  reporting  of  child  abuse  and 
neglect.  (See  Chapter  III-B.) 

. Driving  Under  the  Influence  (DUI).  The  Joint  Committee  expressed  its 
anticipation  that  the  expertise  of  the  new  Department  would  be  needed 
in  this  area.  (See  Chapter  III-B.) 

. The  Joint  Committee  discussed  the  need  to  obtain  insurance  coverage 
for  the  illnesses  of  alcoholism  and  drug  addiction  and  suggested  that 
studies  be  undertaken  to  determine  the  effect  of  this  consolidation 
on  such  third  party  coverage.  (See  Chapter  IV.) 

. The  Joint  Committee  raised  concern  for  the  smooth  transfer  of  the 
Triplicate  Prescription  Program  from  the  Department  of  Registration 
and  Education.  (See  Chapter  V.) 

ADMINISTRATIVE  STRUCTURE 

The  Transition  Task  Force  recognized  that  any  initial  administrative 
structure  would  be  preliminary  and  that  in  the  short  and  long  term, 
changes  would  be  needed.  After  nine  months,  some  of  these  needed  changes 
have  been  addressed  effective  April  16,  1985.  Basically,  the  changes  in- 
volved the  transfer  of  individuals  so  as  to  make  the  maximum  use  of  their 
abilities  and  also  the  recognition  of  the  need  to  strengthen  certain  areas 
of  the  Department  (for  instance  Compliance  and  Licensure  and  Information 
Services).  Exhibit  I-l  gives  the  current  structure  following  the  April 
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Administrative  Structure  of  the 
Department  of  Alcoholism  and  Substance  Abuse 
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revisions.  The  various  functions  and  duties  of  the  divisions  are  briefly 
outlined  below  and  cross-referenced  to  chapters  of  this  plan  and  then  fol- 
lowed by  a more  detailed  description  of  the  advisory  bodies  whose  exist- 
ence, membership,  and  duties  were  legislatively  mandated  with  a brief 
description  of  their  initial  activities. 

The  Department  currently  consists  of: 

. Director  has  primary  responsibility  for  the  Department's  total 
operations,  relates  directly  to  the  Governor's  Office,  State  and 
Federal  Legislatures,  the  Federal  Government,  other  code  departments, 
and  the  Advisory  Council  and  Interagency  Board.  The  Director  is 
assisted  by  staff  in  the  Chicago  and  Springfield  Administrative 
Offices,  the  Office  of  Internal  Audit,  a General  Counsel  responsible 
for  legal  affairs,  investigations,  and  labor  relations,  and  a Legis- 
lative Liaison.  Also  reporting  directly  to  the  Director  are: 

. Associate  Director  for  Policy  Development  and  Implementation  is 

responsible  for  policy  development,  for  the  development  of  this  Plan, 
for  the  development  of  the  Department's  Long  Range  Strategic  Plan, 
and  for  the  initiation  of  special  projects,  evaluation  and  research. 

. Special  Assistant  to  the  Director  is  responsible  for  liaison  with  the 
Interagency  Board  and  Advisory  Council  and  for  special  assignments 
from  the  Director  such  as  liaison  with  special  task  forces  and  inter- 
agency work  groups  established  by  the  Governor  or  other  state/ federal 
officials  or  by  the  Director. 

. Deputy  Director  who  represents  the  Department  in  the  absence  of  the 
Director  and  on  a number  of  boards  and  councils,  and  is  primarily 
responsible  for  the  coordination  of  the  Administrative  Divisions  of 
the  Department: 

Division  of  Management  and  Budget  responsible  for  Budget 
Planning  and  Development,  Grants  Management,  Management  and 
Fiscal  Services,  and  Field  Audit. 

Division  of  Prevention  and  Education  whose  responsibilities  are 
outlined  in  Chapter  III-A. 

Division  of  Technology  Transfer  whose  programs  are  outlined  in 
Chapter  IV. 

Division  of  Field  Services  responsible  for  the  Treatment 
Services  System  as  outlined  in  Chapter  III-C  and  D. 

Division  of  Support  Services  whose  functions  are  outlined  in  the 
first  half  of  Chapter  V. 

Division  of  Information  Services  whose  functions  are  outlined  in 
the  last  half  of  Chapter  V. 

The  Director  is  aided  in  carrying  out  his  responsibilities  by  the  statu- 
tory creation  of  the  Illinois  Advisory  Council  on  Alcoholism  and  Substance 
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Abuse  and  the  Interagency  Alcoholism  and  Substance  Abuse  Board. 

Illinois  Advisory  Council  on  Alcoholism  and  Substance  Abuse  The  Council 
consists  of  32  members  representing  the  fields  of  health  care  and  criminal 
justice,  social  service  areas,  the  legislature,  and  the  general  public. 
(See  the  listing  of  members  and  their  affiliation  in  the  opening  pages  of 
this  plan.)  As  defined  in  the  legislation  creating  the  Department  it  is 
responsible  for: 

. Advising  the  Department  on  ways  to  encourage  public  understanding 
and  support  of  the  alcoholism  and  substance  abuse  program; 

. Advise  on  the  Department's  proposed  rules  and  regulations; 

. Advise  on  all  standards,  rules  and  regulations  proposed  by  the 

Department  of  Public  Health  concerning  the  licensure  and  regulations 
of  alcoholism  treatment  facilities  and  programs; 

. Recommendations  in  the  formulation  and  implementation  of  the 

comprehensive  plan  for  the  prevention  and  treatment  of  alcoholism  and 
substance  abuse. 

The  first  meeting  of  the  Council  took  place  on  January  16,  1985,  at  which 
time  Judge  L.  Michael  Getty  was  elected  to  the  Chair  and  the  posts  of  two 
Vice-Chairs  were  assumed  by  Judy  H.  Fried,  and  Russell  J.  Hagen.  The 
Director,  Deputy  Director,  Associate  Directors,  and  the  Division  Adminis- 
trators each  gave  reports  on  the  first  six  months  of  the  operation  of  the 
consolidated  Department.  It  was  emphasized  that  Council  members  would  have 
direct  access  to  the  Associate  Directors  and  Division  Administrators  as 
required.  Standing  committees  were  created:  Controlled  Substances; 

Planning  and  Budget  (this  covers  Treatment  Issues  which  later  may  be 
separated  into  a Standing  Committee);  Prevention;  Juvenile  Issues; 
Legislation,  Rules  and  Regulations,  and  a Special  Licensure  Study 
Committee.  Subsequently  specific  members,  after  expressing  areas  of 
interest,  were  named  to  each  of  these  committees.  The  Council  will  meet 
four  times  annually  and  committees  will  meet  as  needed. 

The  Committee  on  Legislation,  Rules  and  Regulations  was  the  first  to  meet 
on  March  15,  1985.  This  committee  is  concerned  with  reviewing  the  need 
for  and  recommending  legislation  as  well  as  reviewing  rules  and  regula- 
tions that  are  proposed  by  DASA  as  well  as  those  pertaining  to  licensure 
of  alcoholism  programs  proposed  by  DPH.  This  organizational  meeting  re- 
sulted in  the  committee  developing  recommendations  for  the  conduct  of  full 
Advisory  Council  meetings  and  guidelines  for  staff  in  preparing  for  future 
meetings. 

The  Special  Committee  on  Licensure  met  on  March  25,  1985  to  consider  its 
responsibilities  as  outlined  by  the  Legislative  Joint  Committee  on  the 
Consolidation  of  Alcoholism  and  Drug  Abuse  Programs  in  its  report  which 
left  open  areas  relating  to  the  licensure  of  alcohol  and  drug  treatment 
programs  as  questions  of  importance  upon  which  action  needed  to  be  taken. 
The  Joint  Committee  designated  the  Advisory  Council  as  the  responsible 
group  for  studying  the  issues  and  making  recommendations  concerning  the 
resolution  of  the  problems  to  the  General  Assembly. 
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At  this  meeting  representatives  of  DASA  and  DPH  outlined  for  the  committee 
the  history  of  the  development  of  their  licensure  requirements.  They  also 
noted  that  excluded  from  current  drug  and  alcohol  licensure  requirements 
are  hospital  based  treatment  programs  which  are  considered  to  be  licensed 
under  the  hospital's  primary  license.  Shortcomings  in  that  system  were 
noted  and  discussed,  especially  the  fact  that  while  some  alcohol  treatment 
service  requirements  are  included  in  the  Hospital  Licensure  Rules,  there 
is  no  mention  whatsoever  of  drug  abuse  or  substance  abuse  treatment  ser- 
vices. In  another  related  area  the  Certificate  of  Need  requirement  which 
hospitals  must  meet  before  initiating  new  inpatient  services  also  addres- 
ses only  alcohol  services  and  not  drug  abuse  treatment.  There  was  some 
discussion  of  the  question  of  which  issue  should  be  faced  first:  Consoli- 

dation of  Licensure  Authority  or  Consolidation  of  Licensure  Rules.  In 
light  of  the  fact  that  any  new  rules  would  have  to  be  presented  for  promul- 
gation to  the  Joint  Commitee  on  Administrative  Rules  by  the  agency  responsi- 
ble for  enforcing  the  rules,  it  was  decided  to  first  study  the  issues 
involving  combining  the  administration  of  licensure  into  one  agency. 

The  Committee  decided  that  it  could  not  go  further  into  the  issue  without 
the  advantage  of  having  up-to-date  opinions  from  the  field  and  so  develop- 
ed a workplan  which  began  the  process  by  soliciting  comments  from  the  drug 
abuse  and  alcholism  treatment  field.  In  April  a public  notice  was  sent  to 
the  various  treatment  programs,  provider  groups,  and  other  interested  indi- 
viduals asking  for  written  comments.  The  Committee  will  review  the  result- 
ing comments  before  moving  to  the  next  stage.  In  the  meantime,  they  would 
begin  to  examine  the  current  status  of  licensure  administration  in  the 
state  by  reviewing  information  concerning  which  agencies  are  responsible 
for  what  types  of  licensure  and  the  process  whereby  the  decision  was  made 
to  locate  a particular  responsibility  in  that  particular  agency. 

On  May  22,  1985,  the  Advisory  Council  met  again.  At  this  meeting  pro- 
cedural rules  were  adopted,  some  special  committee  assignments  made,  and  a 
copy  of  draft  of  this  State  Plan  was  given  to  members  of  the  Committee  on 
Planning  and  Budget  for  their  comments  and  recommendations. 

The  Interagency  Alcoholism  and  Substance  Abuse  Board  The  Board  consists 
of  the  Directors  of  nine  State  Code  Departments,  the  Secretaries  of  State 
and  Transportation,  the  State  Superintendent  of  Education,  and  the 
chairman  appointed  by  the  Governor.  The  current  chairman  is  the  Lt. 
Governor.  (See  the  listing  of  members  in  the  opening  pages  of  this 
report.)  Most  of  these  Directors  are  also  members  of  the  Governor's  Human 
Services  Subcabinet.  The  Board  is  responsible  for: 

. Promoting  and  encouraging  participation  by  the  private  sector  in 
alcoholism  and  substance  abuse  prevention. 

. Encouraging  the  implementation  of  programs  to  prevent  alcoholism  and 
substance  abuse  in  the  public  and  private  schools  and  educational 
institutions. 

. Gathering  information,  conducting  hearings  and  making  recommendations 
as  to  the  addition,  deletion,  or  rescheduling  of  controlled  sub- 
stances under  the  Illinois  Controlled  Substances  Act. 
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The  first  meeting  of  the  Board  was  held  on  February  13,  1985.  The  agenda 
included  an  orientation  of  the  members  to  the  functions  and  responsi- 
bilities of  the  Board  and  to  consider  controlled  substances  scheduling 
issues  remaining  as  unfinished  business  of  the  former  DDC.  Two  controlled 
substances  scheduling  issues  were  brought  to  the  Board's  attention:  the 
need  to  consider  a petition  to  move  Talwin  Nx  from  Schedule  II  to  Schedule 
III,  and  the  need  to  evaluate  the  scheduling  of  codeine  based  products 
currently  on  Schedule  V.  The  Board  will  be  requested  to  take  formal 
action  in  regard  to  these  two  controlled  substances  issues  at  a future 
meeting. 

Special  emphasis  was  placed  on  DASA's  implementation  of  programs  to 
prevent  alcohol  and  drug  abuse  especially  within  the  educational  system. 

It  was  announced  that  an  interagency  prevention  planning  group  has  been 
created  by  the  Department  and  it  is  anticipated  that  this  group  will 
assist  DASA  and  the  Board  in  prevention  planning  efforts. 

The  Board  agreed  to  meet  regularly  on  a quarterly  schedule,  but  because  of 
the  amount  of  work  facing  the  Board,  the  next  two  meetings  would  take 
place  in  April  and  June  of  1985. 


STATE  PLAN  AND  BUDGET  DEVELOPMENT  PROCESS 

State  Plan  Process  Since  the  Department  did  not  come  into  existence  until 
July  1,  1984,  the  planning  process  for  this  first  FY86  edition  of  the 
State  Plan  and  Budget  Cycle  of  the  new  Department  was  necessarily 
foreshortened 

Within  weeks  after  the  creation  of  the  Department,  plans  were  made  for  a 
series  of  forum  meetings  throughout  the  State  (one  in  each  of  Regions  I, 
III,  and  IV  and  two  in  Region  II.)  At  these  meetings,  attended  by  the 
majority  of  DASA  funded  service  programs  and  provider  groups,  the  Depart- 
ment detailed  its  initial  administrative  structure  and  introduced  the 
administrative  staff. 

Two  hours  each  morning  were  devoted  to  the  purpose  of  obtaining  input, 
advice  and  identification  of  issues  from  those  attending,  to  suggest  ideas 
and  programs  for  inclusion  in  this  State  Plan.  Notes  were  taken  from  these 
meetings  and  later  summarized  and  presented  to  representatives  of  the 
statewide  provider  organizations  for  their  further  comments.  All  of  the 
comments  were  then  brought  together  and  discussed  with  executive  staff  of 
the  Department  and  each  administrative  part  of  the  agency  focused  upon 
issues  that  were  within  its  purview.  A brief  delay  in  the  planning 
process  resulted  from  the  hiatus  that  occurred  with  the  departure  of  the 
then  Director  and  the  appointment  of  the  new  Director  on  December  13,  1984. 

This  is  the  first  stage  in  a three  year  planning  cycle  covering  FY86-88 
which  will  be  updated  and  revised  during  FY86  with  FY87  as  its  target 
focus  and  in  FY87  targeting  FY88.  The  Department  expects  to  develop  a 
long-range  plan,  for  a minimum  of  five  years,  for  the  next  planning  cycle. 

This  document  is  the  first  step  in  the  development  of  the  FY87  planning 
process.  The  Director  in  his  cover  letter  asks  all  interested  and  con- 
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cerned  persons  to  comment  on  the  programs,  initiatives,  issues  and 
concepts  expressed  in  this  plan.  By  arrangement  with  the  Regional 
Managers,  area  meetings  will  be  scheduled  to  ask  for  both  direct  comment 
on  this  plan  and  generation  of  ideas,  clarification  of  concepts  and  any 
other  issues  the  field  brings  to  the  discussion.  All  of  this  material  will 
be  given  to  the  Advisory  Council  for  its  review  and  recommendations. 

Based  upon  the  input  from  this  process,  data,  and  other  resource  mate- 
rials, DASA  staff  will  begin  to  outline  the  next  formal  plan  edition.  The 
second  (FY87)  and  third  (FY88)  editions  will  not  repeat  any  unchanged 
information  from  this  plan,  but  will  add  in  each  chapter  new  steps,  clari- 
fications, updates  and  FY85  data  and  trends.  For  this  purpose,  the  first 
edition  is  presented  in  a notebook  format. 

At  the  end  of  this  three  year  cycle  in  July  of  FY88,  the  plan  will  be 
totally  reconsidered  in  light  of  the  detailed  knowledge  gained  by  staff 
and  the  field  through  three  years  of  experience  in  administering  and 
working  through  the  consolidated  Department.  But  even  with  three  years  of 
planning  and  three  years  of  experience,  more  specific  planning  tools  are 
needed  and  the  Department  has  embarked  upon  the  development  of  a Strategic 
Services  Plan  as  a framework  for  the  development  of  the  next  State  Plan 
cycl e. 

Strategic  Services  Plan  Although  the  three  year  State  Plan  with  annual 
updates  will  aid  in  the  attainment  of  short  range  objectives,  a long-range 
planning  context  is  necessary.  The  Department  has  initiated  the  beginning 
phase  in  the  development  of  a long-range  (5  - 10  year)  strategic  plan.  As 
the  name  implies,  this  Strategic  Services  Plan  will  provide  a basis  of 
state  of  the  art  analysis  of  service  data  trends  and  external  environ- 
mental factors  to  guide  DASA  in  its  leadership  role  in  the  field  of 
alcoholism  and  drug  abuse.  It  will  focus  primarily  on  the  macro  system 
relationships  among  the  components  of  a community  based  system  of  care 
through  development  of  area  micro  system  analyses.  All  services  on  the 
continuum  from  prevention  through  aftercare  will  be  considered. 

The  initial  activities  of  this  process  involve  information  gathering  and 
preliminary  factor  analysis  to  prepare  for  subsequent  steps  around  these 
components : 

. Existing  Service  Networks  including  DASA  funded  and  non-funded,  to 
the  extent  this  information  can  be  made  available. 

. Locations  of  client  origin  --  what  are  the  realities  of  area  services 
del i very. 

. Natural  consumer  patterns  based  on  area  issues  such  as  locale  of  pro- 
vider, market  towns,  major  highways  or  transportation  systems  and 
education  delivery  patterns. 

. Prevalence  and  Problem  Indicators  for  target  population  identifi- 
cation and  parameters  of  special  target  consideration. 

. Development  of  need-based  continuum  of  service  elements  in  com- 
munities. 
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. Local  community  value  systems  and  interests  which  may  impact  service 
system  design  or  service  loading  through  local  funding  or  planning 
systems. 

. Overlapping  geographic  boundaries  of  political,  legal,  administrative 
and  programmatic  impact  on  service  systems. 

These  activities  will  be  conducted  in  the  context  of  a consolidated  field 
approach  to  populations  and  services,  but  will  highlight,  where  appropri- 
ate, any  information  significant  to  a single  problem  area  or  target  popu- 
1 ation. 

Special  emphasis  will  be  placed  on  youth-specific  information  because  of 
the  relative  lack  of  research,  evaluative  studies,  and  prevalence  pattern 
indicators  for  this  population  and  its  perceived  key  position  in  preven- 
tion and  intervention  strategies.  Identification  of  specific  service 
needs,  special  area  planning  considerations  and  networking  potential  are 
essential  factors  for  continuing  growth  and  development  of  a continuum  for 
youth  services. 

The  interim  products  and  issues  identified  during  the  first  three  years  of 
the  Strategic  Services  Plan  work  cycle  will  be  discussed  with  local  and 
region  network  groups  to  test  the  validity  of  the  available  information 
and  develop  an  understanding  of  the  relationships  which  will  lead  to 
specific  trend  and  factor  analyses.  The  first  meeting  with  a local  pro- 
vider to  review  the  "first  cut"  information  will  have  occurred  before  the 
publication  of  this  State  Plan  for  FY86. 

^ Research  and  Evaluation  In  addition  to  the  need  for  a Strategic  Plan,  the 

Department  recognizes  the  need  for  the  development  of  a capability  to 
support  research  into  many  aspects  of  abuse  and  addiction  and  the  evalu- 
ation of  programs  to  determine  the  worth  or  quality  of  client  care  activi- 
ty, program  methods,  or  aspects  of  a successful  system  of  care,  thus 
strengthening  the  Department's  accountability  to  the  citizens  of  the  State 
in  proving  the  effective  use  of  tax  dollars  and  as  a means  of  improving 
the  programs  themselves  and  creating  new  program  designs. 

It  is  an  objective  of  the  Department  to  develop  research  resources  for  the 
careful,  systematic  investigation  in  the  field  of  alcoholism  and  drug 
abuse  undertaken  to  establish  facts  or  principles  and  to  expand  knowledge 
and  technology.  In  addition  to  research  projects,  and  based  upon  this 
knowledge,  evaluation  projects  will  be  developed  which  appraise,  or 
assess,  specific  approaches  of  treatment  and  prevention  programs.  These 
studies  are  in  the  very  early  stages  for  identification  of  target  issues. 

In  the  meantime,  the  Department  does  carry  out  analyses,  a type  of  evalua- 
tion, in  the  form  of  the  following  parameters: 

. Utilization  rates:  how  well  the  capacity  is  utilized. 

. Demographics  {age  , race,  and  sex)  comparisons  between  the  population 
in  treatment  as  against  the  known  or  projected  treatment  needs 
(prevalence  and  incidence)  of  the  local  population. 

I 
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The  Department  will  undertake  the  development,  by  modality,  of  performance 
standards  concerning  services  delivered,  length  of  stay,  treatment 
outcome,  and  similar  quantifiable  aspects  of  the  treatment  system  in  order 
to  assess  the  extent  to  which  these  objectives  are  actually  attained 
within  the  modality  and  to  compare  this  attainment  as  between  modalities. 

Although  these  measures  have  inherent  analytic  value,  they  do  not  con- 
stitute evaluation.  Evaluation  involves  a systematic  and  rigorous  process 
of  gathering  information  and  organizing  and  analyzing  it  in  the  context  of 
organizational  and  programmatic  objectives.  Although  the  above  measures 
might  be  elements  in  the  evaluation  design,  what  is  missing  is  a method  of 
measuring  individual  client  "outcomes'*. 

The  lack  of  ability  to  track  individual  clients  across  provider  agencies 
and  treatment  modalities  severely  hinders  an  outcome  evaluation  effort  and 
a systems  evaluation  approach.  Although  drug  client  Client  Oriented  Data 
Aquisition  Process  (CODAP)  data  can  track  clients  longitudinally  over 
multi-services,  the  alcohol  treatment  Extramural  Reporting  System  (ERS) 
cannot,  and  for  drug  clients  who  may  also  use  alcoholism  providers' 
services,  the  tracking  is  lost. 

DASA  will  continue  to  develop  and  utilize  these  existing  monitoring  and 
statistical  measures  until  a new  information  system  is  designed  around  a 
field  consensus  on  significant  variables.  (See  Chapter  V.) 

The  Department  is  also  committed  to  conducting  formal  evaluation  efforts 
both  in-house  and  through  outside  parties.  The  Medicaid  Cost  Trends  and 
Utilization  Patterns  study  recently  completed  for  DASA  by  the  Center  for 
Policy  Studies  and  Program  Evaluation  at  Sangamon  State  University  is  one 
example  of  the  type  of  formal  evaluation  that  DASA  will  conduct.  In 
addition,  several  projects  underway  that  are  discussed  in  some  detail 
(particularly  the  Youth  Initiative  in  Chapter  IV,  the  Social  Setting 
Detoxification  Study,  and  Services  to  Multiply  Disabled  Clients  program  in 
Chapter  III-C)  all  have  components  which  will  lend  themselves  to  further 
evaluative  study. 

Definition  Issues  Finally,  in  accord  with  directions  given  in  the  Report 
of  the  Joint  Committee,  the  Department  recognizes  that  the  consolidation 
of  the  Division  of  Alcoholism  and  the  Dangereous  Drugs  Commission  itself 
created  the  need  for  development  of  a common  set  of  definitions  concern- 
ing, for  instance,  what  is  dependency,  abuse,  and  addiction  and  what  types 
of  definitions  are  acceptable  to  both  fields?  What  exactly  are  the  param- 
eters of  the  different  modalities  of  treatment?  Tentative  sets  of  defini- 
tions are  being  developed.  The  Department  will  publish  the  initial  set  of 
definitions  in  a glossary  to  the  next  edition  of  this  plan  and,  over  the 
coming  years,  will  refine  and  add  to  these  definitions  as  the  field 
reaches  consensus. 

Budget  Planning  Development  Process  The  afternoon  portion  of  the  Forum 
meetings  held  in  each  region  (as  outlined  above)  was  devoted  to  public  and 
provider  discussions  of  the  Department's  upcoming  budget  development  cycle 
for  FY86.  Prior  to  the  forum  meetings,  DASA  had  sent  a survey  form  to  all 
of  the  funded  programs  asking  their  response  to  a range  of  funding  issues 
and  for  identification  of  priority  needs  for  the  programs  and  the  clients 
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of  the  service  areas.  A summary  of  the  responses  for  the  region  and  com- 
) posite  statewide  responses  was  presented  as  a starting  point  for  discus- 

sion. 

A meeting  was  then  held  with  the  field  associations  and  statewide  pro- 
viders for  additional  review  and  input  which  brought  out  a full  range  of 
fiscal  issues  for  consideration  in  shaping  the  new  Department's  first 
independently  developed  budget.  Shortly  after  these  meetings,  the  Depart- 
ment presented  the  issues  and  proposed  objectives  to  the  Governor's  Bureau 
of  the  Budget  and  was  told  to  proceed  to  the  painstaking  formal  process. 

The  proposed  budget  was  presented  to  the  General  Assembly  by  the  Governor 
in  his  Annual  Message  in  March,  1985  and  is  currently  in  legislative 
appropriations  committee  hearings. 

DASA  is  committed  to  obtaining  a broad  range  of  field  input  to  its  plan-  ^ 
ning  and  budget  building  processes  through  the  regional  structure  and  from 
statewide  groups  before,  literally,  a pencil  is  put  to  paper. 

In  addition  to  the  field  input  for  the  budgetary  planning  process,  the 
Office  of  Policy  Development  and  Implementation,  the  Division  of 
Management  and  Budget, and  the  Division  of  Field  Services  will,  for  a 
number  of  programs,  be  concerned  with  a Five  Year  Capital  Plan  for 
Community  Alcoholism  and  Drug  Abuse  Facility  Development.  The  DPH 
alcoholism  licensure  standards  require  a substantial  upgrading  of  many  of 
the  facilities  in  which  alcoholism  treatment  takes  place  and  this  could 
present  treatment  programs  with  the  need  for  substantial  outlays  of  funds. 

|f  It  must  be  determined  what  is  the  overall  cost  involved  and  how  these 

costs  will  be  met.  To  begin  the  study,  DASA  has  contracted  for  the 
services  of  Corporate  Alternatives,  Inc.  which  will  begin  a review  of 
physical  plant  issues. 

Plan  Structure  This  Plan  presents  the  initial  actions  by  the  Department 
to  develop  its  structure  and  direct  its  activities  to  reflect  the  concerns 
expressed  in  the  testimony  that  surrounded  consolidation  and  the  questions 
left  open  by  the  Joint  Committee  and  the  Task  Force. 

In  the  opening  to  this  chapter,  the  Department's  responses  to  the  concerns 
expressed  in  the  broad  policy  mandate  given  in  the  enabling  legislation 
were  cross-referenced  to  subsequent  chapters  of  the  Plan.  The  Department 
was  also  given  specific  powers,  duties,  and  functions  in  28  Subparagraphs 
to  Paragraph  6 of  PA  83-969.  The  title  page  to  this  chapter  and  to  each 
of  the  following  chapters  cross-references  these  specific  mandates  to  the 
topics  discussed  in  that  chapter  of  the  Plan. 
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CHAPTER  1 1 


DATA 


OVERVIEW 


P.A.  83-969,  111.  Rev.  Stat.,  Ch.  Ill  1/2,  par.  6301 
et.  seq. 

Paragraph  6,  Subparagraph  (h):  To  receive  data  and 
assistance  from  federal.  State  and  local  govern- 
mental agencies...  for  use  in  treatment,  research, 
evaluation,  licensing,  regulations  and  monitoring. 
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CHAPTER  II  - DATA 


OVERVIEW 

Statewide  Demographics  - Illinois  stands  as  a microcosm  of  the  nation. 

Its  56,000  square  miles  (making  it  the  24th  state  in  order  of  area) 
stretch  from  Wisconsin  and  Lake  Michigan  on  the  north,  south  to  the 
Mason-Dixon  line  and  further  to  Cairo.  The  State  of  Illinois  Bureau  of 
the  Budget  (BOB)  estimates  a 1985  population  of  11,584,906  persons,  the 
fifth  most  populous  State. 

About  62%  of  that  population  reside  in  the  six  county  Chicago  Standard 
Metropolitan  Statistical  Area  (SMSA).  This  massive  urban  expanse  includes 
both  wealth  and  poverty  with  citizens  at  all  points  in  that  continuum  who 
have  drug  and  alcohol  abuse  and  addiction  problems.  The  majority  of  nar- 
cotic addicts  in  the  State  and  a significant  share  of  alcohol  and  drug 
related  crime  are  found  here. 

An  additional  18.6%  of  the  population  live  in  the  other  nine  SMSAs  in  the 
State.  The  populations  in  these  SMSAs  range  from  103,200  in  the  Kankakee 
area  to  561,245  in  the  Illinois  portion  of  the  St.  Louis  SMSA.  Thus,  more 
than  three-fourths  of  Illinois'  citizens  are  located  in  and  around  urban 
concentrations  located  in  23  of  the  102  counties.  Small  towns  and  rural 
areas  comprise  the  remaining  79  counties  and  19%  of  the  population. 

Stated  another  way,  the  gross  population  density  as  measured  by  persons 
per  square  mile  (psm)  for  1980  varies  from  12  persons  psm  in  Pope  County 
to  5,506  persons  psm  in  Cook  County.  Only  23  counties  had  as  many  as  100 
persons  psm  and  more  than  half  (52)  of  the  counties  had  densities  less 
than  50  psm.  The  factor  of  low  population  density  has  major  impact  on  the 
organization  and  delivery  of  health  services.  In  addition,  such  diver- 
sity must  be  taken  into  account  when  serving  the  needs  of  vastly  different 
communities  for  alcohol  and  drug  abuse  problems.  No  population,  no  city, 
no  neighborhood,  no  village  or  farming  community  is  immune.  Alcohol  and 
drug  related  illness,  dysfunction,  and  death  occur  without  concern  for 
socio-economic  status  or  residence  --  only  the  specific  substances  which 
are  actually  abused  may  differ.  It  should  also  be  noted  that  Illinois  re- 
mains as  one  of  the  primary  heroin  and  illicit  drug  distribution  centers 
in  the  country.  Thus  as  a microcosm,  the  State  faces  every  kind  of  alco- 
hol and  drug  problem  found  throughout  the  country. 

Sex,  Race,  and  Age  The  BOB  estimates  that  in  1985,  48.4%  of  the  popu- 
lation will  be  men  and  51.6%  women.  The  median  age  of  Illinois  residents 
was  29.9  years  in  1980.  The  population  is  predominantly  White  (not  of 
Spanish  origin)  at  78%.  The  median  age  of  the  White  population  in  1980 
was  31.9  years.  Blacks  (not  of  Spanish  origin)  accounted  for  14.5%  of  the 
1980  population  and  had  a median  age  of  24.3  years.  Residents  of  Spanish 
origin  (any  race)  accounted  for  about  5.6%  of  the  population  and  had  a 
median  age  of  22.1  years.  The  remaining  races  including  Native  Americans, 
Asians,  and  small  groups  of  other  origins,  made  up  the  remaining  1.9%. 
These  diverse  populations  are  not  evenly  found  in  all  areas  of  the  State 
and  a clustering  of  one  or  more  groups  in  an  area  brings  specific  focus  on 
treatment  service  delivery  issues  such  as  cultural  and  language  needs  of 
clients  and  attention  to  these  needs  for  prevention  programs. 
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In  1985  the  BOB  estimates  that  26.9%  of  the  population  will  be  under  18 
years  of  age.  This  population  has  been  declining  since  1970  when  the  0-17 
age  group  comprised  34.2%  of  the  total.  The  actual  number  of  youth  in 
that  age  group  has  also  declined  by  18%  since  1970,  but  is  expected  to 
start  to  increase  after  1990.  The  population  and  percentage  of  those  age 
65  and  older  has  been  increasing  in  Illinois.  In  1985,  persons  age  65  and 
older  will  constitute  about  10.2%  of  the  population  and  by  1990  that 
number  is  expected  to  grow  to  12.6%.  (For  detailed  regional  demographics 
see  Chapter  III-C.) 

Preval ence  - It  is  estimated  that  about  10%  of  the  adult  population  in 
Illinois,  about  800,000  residents,  are  problem  drinkers.  It  has  also  been 
estimated  that  Illinois  has,  at  a minimum,  75,000  adult  drug  addicts/ 
abusers.  For  many,  if  not  most,  of  this  latter  group  alcohol  abuse  is 
also  a common  problem  and  for  those  whose  primary  problem  is  alcohol,  a 
substantial  number  also  abuse  other  substances. 

Adolescents  are  even  more  prone  to  use  a broad  range  of  substances  which 
can  lead  to  chemical  dependency.  Based  on  national  survey  data,  it  can  be 
estimated  that  almost  300,000  Illinois  youth  age  10  - 17  suffer  the  conse- 
quences of  alcohol  and  drug  use.  It  should  be  noted  that  these  figures 
include  those  whose  alcohol  and/or  drug  abuse  is  extensive  enough  to  inter- 
fere with  social,  economic  or  legal  behavior.  Those  using  alcohol  and/or 
drugs  with  some  regularity,  but  not  to  the  extent  to  seriously  impact  behav 
ior,  constitute  a larger  share  of  this  population,  some  of  whom  will  event- 
ually be  in  need  of  assistance. 

Chapter  II-A,  dealing  with  demographics,  will  display  the  characteristics 
(age,  race,  sex,  and  regional  distribution)  of  these  estimated  prevalence 
numbers  and  Chapter  II-B  will  focus  upon  current  trends  in  demographics 
and  substances  abused  for  use  in  projecting  Prevention/ Intervention/ 
Treatment/ Aftercare  needs. 

Social  Indicators,  Health  and  Morbidity  - The  problems  associated  with  alco 
holism  and  substance  abuse  manifest  themselves  in  a variety  of  indicators. 
The  most  tragic  indicator  is  the  loss  of  life  for  over  5,000  Illinois  resi- 
dents yearly  due  to  the  direct  and  indirect  consequences  of  these  problems. 
The  largest  number  of  alcohol  and  drug  related  deaths  involve  cirrhosis  of 
the  liver,  drug  overdose,  homicide  and  suicide,  and  last  but  not  least, 
motor  vehicle  accidents. 

. Traffic  Fatalities  It  is  widely  accepted  that  50%  of  all  traffic 

fatalities  are  related  to  alcohol  use  and/or  intoxication.  There  is 
currently  no  widely  available  drug  testing  mechanism,  although  sev- 
eral scientific  groups  are  exploring  this  need.  In  practice  the  exam- 
iner, when  alcohol  is  found,  does  not  often  look  for  other  drugs 
since  the  needed  legal  criteria  was  met.  Based  on  other  legal  trend 
analyses,  it  should  be  expected  that  many  tested  drivers  would  be 
found  to  have  both  alcohol  and  other  drugs  present  if  the  mechanisms 
were  in  place  and  persons  using  only  drugs  would  also  be  identified 
which  would  result  in  a higher  incidence  of  DUI  driving  arrests.  In 
Illinois  currently  there  are  about  900  DUI  deaths  yearly. 

. Alcohol  and  drug  abuse  contribute  to  a considerable  number  of  deaths 
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and  illnesses  from  diseases  such  as  circulatory  and  respiratory 
diseases,  gastrointestinal  disorders,  liver  and  kidney  dysfunctions, 
and  various  forms  of  cancer. 

Criminal  Justice  Alcohol  and  drug  abuse  also  factor  into  a considerable 
amount  of  criminal  activity,  A 1977  study  by  the  National  Institute  on 
Alcoholism  and  Alcohol  Abuse  (NIAAA)  found  that  about  43%  of  Index  Crimes 
male  prison  offenders  had  been  drinking  at  the  time  of  their  crime  with 
percentages  for  the  various  violent  crimes  as  follows: 


Crime 

- Homicides 

- Kidnappings 

- Sex  Crimes 

- Assaults 

- Armed  Robberies 


Alcohol  Involved 

48%-55% 

55% 

57% 

59%-62% 

39% 


Alcohol  involvement  in  property  crimes  was  estimated  at  38%,  with  59%  for 
forgery  and  larceny,  and  67%  for  arson.  If  these  percentages  are  applied 
to  the  596,627  Index  Crimes  Offenses  for  Illinois  in  1983,  then  over 
250,000  offenses  were  committed  after  the  offender  had  been  drinking.  Of 
those  inmates  in  Illinois  Department  of  Corrections  (DOC)  facilities  in 
1982,  over  32%  reported  that  the  crime  they  committed  was  related  to  their 
use  of  alcohol.  Alcohol  is  also  known  to  be  associated  with  a high  per- 
centage of  family  violence  cases. 

According  to  research  conducted  by  the  National  Institute  on  Drug  Abuse 
(NIDA),  every  200  heroin  addicts  account  for  between  50,000  and  70,000 
crimes  per  year,  many  of  which  are  property  related  and  which  go  unre- 
ported. 

Each  year  in  Illinois  there  are  a considerable  number  of  violations  of 
laws  governing  the  possession  and  use  of  alcohol  and  other  drugs.  Below 
are  listed  the  categories  of  these  offenses  under  State  Law  and  the  number 
of  arrests  in  1983  (excluding  Chicago  data  which  are  not  included  in  the  an- 
nual Department  of  Law  Enforcement  (DLE)  Crime  in  Illinois  report.) 


Offense  Classification  Total  Arrests 


- Cannabis  Control  Act  6,268 

- Controlled  Substance  Act  2,240 

- Liquor  Control  Act  15,874 

- Driving  Under  the  Influence  43,904 

- Transportation  of  Alcohol  15,451 

(Open  Container  Law)  

Total  82,737 


(See  Chapter  III-B  for  discussion  of  programs  developed  for  the  criminal 
offender. ) 

Economic  Costs  - According  to  the  Research  Triangle  Institute  (RTI),  alco- 
hol and  drug  abuse  resulted  in  costs  to  society  of  $89.5  billion  and  $46.9 
billion,  respectively,  in  1980.  (See  Exhibit  II-l.)  Based  on  Illinois' 
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share  of  the  national  population  the  costs  to  the  residents  of  Illinois  to- 
taled almost  $7  billion  in  1980,  a figure  which  is  probably  considerably 
higher  today.  About  55%  of  this  total  is  attributed  to  the  value  of  re- 
duced productivity  in  the  workforce  due  to  alcohol  and  drug  abuse. 

The  costs  of  alcohol  related  motor  vehicle  crashes  in  Illinois  can  be  esti- 
mated at  about  $135  million  for  property  and  time  losses  for  those  in- 
volved. The  costs  of  alcohol  and  drug  related  crime  are  also  extensive, 
according  to  the  RTI  study.  In  Illinois  it  can  be  estimated  that  alcohol 
and  drug  related  crime  cost  over  $1  billion  in  1980.  Included  are  costs 
for  public  and  private  criminal  justice  activities,  lost  employment  and 
family  support  for  crime  victims,  incarceration  of  offenders,  and  the 
costs  of  socially  unproductive  criminal  careers. 

Treatment  Costs  - From  the  RTI  study  it  can  be  estimated  that  the  direct 
costs  to  society  for  the  treatment  of  alcoholics  and  substance  abusers  are 
about  $545  million  in  Illinois  for  1980,  In  FY85  DASA  allocated  approxi- 
mately $48  million  to  community  based  providers  for  the  prevention  of  alco- 
holism and  substance  abuse  and  the  treatment  and  rehabilitation  of  individ- 
uals and  families  suffering  from  the  effects  of  these  substances.  In  FY84 
the  predecessor  agencies  of  DASA  provided  almost  $43  million  to  these  com- 
munity programs  which  served  over  52,000  individuals  with  alcohol  prob- 
lems, over  8,500  individuals  for  drug  related  problems  and  a large  number 
of  citizens  through  prevention  services. 

The  largest  but  uncounted  alcohol  and  substance  abuse  costs  to  society  for 
treatment  are  incurred  in  various  public  and  private  hospitals  and  insti- 
tutions for  both  long  and  short  term  stays,  and  for  services  from  physi- 
cians and  other  private  resources.  A large  portion  of  these  costs  are 
masked  in  the  treatment  of  alcohol  or  drug  related  diseases  and  conditions 
and  not  incurred  in  the  actual  treatment  of  the  addictions  or  abuse.  A pro- 
ject to  identify  and  measure  the  health  care  costs  for  alcoholics  before 
and  after  the  treatment  of  the  alcohol  problem  is  discussed  in  Chapter  IV. 
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Exhibit  II 


I 


Costs  to  Society  of  Alcohol  Abuse,  Drug  Abuse 
end  Mental  Illness,  1980 
($  In  ■mions) 


Alcohol 

Abuse 

Drug 

Abuse 

Mental 

Illness 

Total 

Core  Costs 

$79,607 

$29,451 

$52,418 

$161,476 

Direct 

Treatment 

9,487 

1,200 

20,961 

31,647 

Support 

984 

243 

2,597 

3,823 

Indirect 

Mortal  ity^^ 

14,456 

1,980 

7,196 

23,632 

Morbidity® 

54,680 

26,028 

21,664 

102,372 

Reduced  productivity 

(50,575)' 

(25.716)' 

(3.122)' 

(79,413) 

Lost  employment 

(4,105) 

(312) 

(18,542) 

(22,959) 

Other  Related  Costs 

9,919 

17,485 

1,818 

29,222 

Direct 

Motor  vehicle  crashes 

2,185 

d 

- 

2,185 

(property  loss) 

Crime 

2,347 

5,910 

870 

9,127 

Public 

(2,062) 

(4.454)  \ 

(635) 

(7,151) 

Private 

(261) 

(1.345) 

(235) 

(1.841) 

Property  loss/damage 

(24) 

(111) 

(-) 

(135) 

Social  welfare  program 

38 

2 

201 

241 

Other 

2,912 

537 

659 

4,108 

Indirect 

Victims  of  Crime 

172 

845 

- 

1,017 

Crime  careers 

- 

8,725 

- 

8,725 

Incarceration 

1,801 

1,466 

88 

3,356 

Motor  vehicle  crashes 

464 

d 

- 

464 

(time  loss) 

Total 

$89,526^ 

$46,936^ 

$54,236^ 

$190,698 

Totals  eay  not  add  due  to  rounding. 

*At  6 percent  discount  rate.  As  suggested  by  the  PHS  Guidelines  docuaent,  the 
present  value  of  lost  future  productivity  due  to  prenature  aortal ity  was  also 
calculated  using  discount  rates  of  10  and  4 percent.  The  use  of  a 10  percent 
rate  decreases  Indirect  costs  by  the  following  aaounts:  alcohol  abuse— $4,881 

million;  drug  abuse— $704  Billion;  and  mental  Illness— $2,444  Billion.  The  use 
of  a 4 percent  rate  Increases  Indirect  costs  by  the  following  amounts:  alcohol 
abuse*-$4,455  million;  drug  abuse*’~$638  Billion;. ind  mental  Illness— $2,177 
Billion. 

^Coaponents  are  Indicated  In  parentheses. 

^he  total  costs  to  society  for  each  of  the  three  ADM  disorders  are  not  comparable, 
since  the  completeness  of  data  available  for  each  cost  category  varied  significantly. 
For  example,  the  estimate  of  reduced  productivity  Is  relatively  complete  for  alcohol 
abuse,  only  partially  complete  for  drug  abuse,  and  Incomplete  for  mental  Illness. 

^Although  costs  are  hypothesized  to  occur  In  this  category,  sufficient  data  are 
not  available  to  develop  a reliable  estimate. 

Source:  Research  Triangle  Institute. 
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CHAPTER  1 1 


DATA 


SUBSECTION  A:  CLIENT.  ALCOHOL  AND  DRUG.  AND 

SERVICE  DEMOGRAPHICS 


P.A.  83-969,  111.  Rev.  Stat.,  Ch.  Ill  1/2,  par.  6301 
et.  seq. 

Paragraph  6,  Subparagraph  (g)  to  make  available  sta- 
tistical information,  including  number  of  persons 
treated,  frequency  of  admissions  and  readmissions 
and  frequency  and  duration  of  treatment. 


4 ■■ 


II  ^ J 


OKA  tfUBB  aiA  JCM»  JA.  D 

. ZDitflAaaOB] 


■h  M0IDJ2dUa-: 


•■•  * 41 

f • 

i 


ioea  . »jii  4^>\i;  Hi  .nn  vsg  ,n:  ,Pde-ta 

" .P9« 


•ftj2  ftfaifUva  9itM  oj  Ut)  .#  dq6ieeTfi‘l 

1o  iddliun  ^ntb4«f>»l  ,«ol  .*«f‘ votnl*  ^ 

anof 2ir«ti#6rn  5n#  'tnofiit>%br6  iv  yMsups'if 

IV  nor.iAtvb  bn6  bn*  r 


CHAPTER  II  - DATA 


SECTION  A:  CLIENT,  ALCOHOL  AND  DRUG,  AND  SERVICE  DEMOGRAPHICS 

INTRODUCTION 

The  examination  of  treatment  and  demographic  data  for  alcoholism  and  for 
substance  abuse  and  the  development  of  trend  analyses  from  these  data  pre- 
sents unique  problems,  for  alcohol  is  a legal  drug;  its  possession  is 
legal  for  adults,  public  drunkeness  has  been  decriminalized,  and  only  in 
very  limited  areas  (use  in  parks,  boats,  government  buildings,  motor  vehi- 
cles, DUI)  is  its  use  a criminal  act.  The  possession  of  scheduled  drugs 
(non-medical ly  prescribed)  is  an  illegal  act.  In  fact,  their  use  is  not 
illegal,  except  again  in  the  case  of  DUI.  In  addition,  as  will  be  outlined 
in  some  detail  at  the  beginning  of  Chapter  III-C,  the  history  of  the  two 
treatment  systems  is  quite  different  with  alcohol  focusing  primarily  on 
the  modalities  of  a continuum  of  service  appropriate  to  individuals  and 
the  stages  of  their  alcoholism  or  abuse  problems.  The  drug  field,  on  the 
other  hand,  examines  the  type  of  drug  abused  as  the  primary  variable  with 
the  modality  of  treatment  reflecting  the  drug  used.  Because  of  these  vari- 
ations, the  data  analysis  below  will  be  divided  into  two  sections  with  two 
differently  formulated  sets  of  historical  data. 

It  should  be  noted,  however,  that  one  of  the  primary  objectives  of  the 
Department  in  the  three  year  cycle  of  the  present  State  Plan  is  to  bring 
these  two  sets  of  data  together  and  reformulate  them  into  a common  frame- 
work that  will  permit  a focus  upon  the  commonality  of  the  demographics, 
needs  and  social  characteristics  of  abusers  of  all  substances.  DASA  and 
the  field  will  study  the  relationships  between  the  two  treatment  systems 
and  the  extent  of  and  need  for  coordination  in  the  form  of  a continuum 
between  the  two  systems.  It  will  also  address  some  facts  that  are  now 
recognized:  there  is  a two-way  flow  from  alcohol  abuse  to  drug  abuse,  from 
drug  abuse  to  alcohol  abuse,  and  the  combination  of  multidrug  abuse  with 
alcohol  as  the  primary  or  secondary  substance.  To  treat  one  without  the 
other  for  dually  addicted/abusers  is  self-defeating. 

The  coordination  of  these  two  systems  must  begin  with  the  development  of  a 
common  and,  insofar  as  possible,  unified  data  base  upon  which  planning  for 
a more  effective  delivery  system  can  be  developed.  Although  not  available 
for  this  first  report,  some  common  core  tables  are  already  being  explored 
for  use  in  the  quarterly  reports  to  the  Department's  executive  staff. 

Based  on  experience  with  the  development  of  tables  for  this  Executive 
Management  Report,  special  sets  will  be  developed  for  next  year's  edition 
of  this  three  year  plan,  but  there  will  always  be  a need  for  some  analyt- 
ical formats  focusing  on  special  projects,  problem  areas  or  upon  alcohol 
alone,  one  drug  alone,  or  combinations  of  drugs. 


GENERAL  ALCOHOL  TREATMENT  AND  DEMOGRAPHIC  DATA 

Clients  Served  in  Alcoholism  Treatment  Programs  Until  FY85,  many  alco- 
holics and  alcohol  abusers  in  Illinois  were  treated  by  agencies  funded 
through  DMH/DD,  Division  of  Alcoholism.  These  agencies,  now  funded  by 
DASA,  continue  to  provide  the  same  range  of  treatment  modalities  including 
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Outpatient  Services  (including  Intensive  Outpatient  Rehabilitation)  and 
Residential  Services  (including  Detoxification,  Residential  Rehabilitation 
and  Halfway  House).  The  exhibits  on  the  following  pages  provide  a summary 
of  the  demographic  characteristics  (age,  race,  sex)  of  the  clients  served 
in  these  grant  funded  alcoholism  treatment  programs  in  Illinois  for  the 
last  several  years.  Some  caveats  regarding  the  interpretation  of  these 
data  from  the  Extra  Mural  Reporting  System  (ERS)  should  be  noted: 

. The  term  "unduplicated  clients"  refers  to  the  number  of  different 

individuals  who  were  served  in  any  one  agency  and  treatment  modality 
in  a particular  year.  For  example,  a client  who  receives  detoxifi- 
cation services  in  agency  "A"  and  then  enters  outpatient  treatment  in 
the  same  or  a different  agency  would  be  counted  twice  in  the  state- 
wide totals  for  all  modalities.  It  is  not  possible  to  trace  the 
movements  of  a particular  client  from  one  agency  to  the  next  or  some- 
times from  one  modality  to  the  next  as  each  treatment  agency  or  unit 
may  use  its  own  client  identification  numbering  system.  Therefore, 
the  totals  below  tend  to  overestimate  the  number  of  different  indi- 
viduals receiving  treatment  in  the  State,  but  correctly  show  the  inci 
dents  of  services  provided. 

. Both  the  percentages  in  the  demographic  categories  and  the  totals  are 
estimated  for  FY84.  In  FY84  the  DMH/DD  instituted  a change  in  the 
service  taxonomy  for  reporting  purposes.  Much  of  the  data  for  the 
first  6 months  of  FY84  were  considered  to  be  in  error  as  agencies 
implemented  changes  in  service  (modality)  codes  and  unit  codes.  The 
total  number  of  clients  served  for  FY84  was  estimated  from  DMH/DD-OIS 
report  #E0444  which  summarizes  the  total  number  of  clients  served  in 
each  month  in  each  treatment  unit.  For  those  months  where  data  were 
missing  due  to  reporting  errors,  the  total  for  that  month  was  esti- 
mated using  an  average  of  the  remaining  months  where  data  were  avail- 
able. The  percentage  for  the  demographic  variables  were  taken  from 
DMH/DD-OIS  report  #QS04700.  However,  due  to  the  reporting  problems, 
only  the  client  transactions  for  the  for  the  last  6 months  of  FY84 
were  used  to  generate  that  report.  It  was  assumed  that  for  this 
period  most  of  the  reporting  inconsistencies  had  been  resolved.  It 
was  also  determined  to  be  inappropriate  to  double  the  total  number  of 
clients  from  that  report  as  this  would  tend  to  overestimate  the  num- 
ber of  unduplicated  clients. 

. The  total  number  for  each  year  reflects  only  those  clients  served  in 
DMH/DD  Division  of  Alcoholism  grant  funded  agencies  and  does  not  in- 
clude those  served  through  "purchase  care"  or  fixed  fee  arrangements 

. The  total  number  for  each  year  does  not  include  individuals  residing 
in  Sanctuary  Homes  or  Recovery  Homes.  (See  exhibits  in  Region  II  and 
IV  sections  of  Chapter  III  C.) 

. The  totals  for  age  group  <18  may  include  a few  clients  whose  age  was 
incorrectly  listed  as  zero  due  to  incorrect  coding  on  the  admission 
reporting  forms. 


Alcoholism  Client  Demographic  Trends  The  first  five  Exhibits  II-A-1  to  5 
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in  this  section  provide  a cross-year  comparison  of  the  three  major  demo- 
graphic variables  of  age,  race  and  sex  of  the  clients  admitted  to  all 
funded  community-based  alcoholism  treatment  modalities. 

Exhibit  II-A-1  This  exhibit  compares  the  demographic  variables  for  the 
total  of  all  clients  in  all  alcoholism  treatment  modalities  for  FY82  to 
FY84.  Some  highlights  of  the  table  are: 

, The  total  estimated  number  of  clients  served  increased  by  22%  from 
FY82  to  FY84  (42,858  to  52,274). 

. The  client  demographics  for  total  alcoholism  treatment  services  have 
remained  fairly  stable  over  the  period. 

- Men  continue  to  account  for  77%  of  the  total 

- About  75%  of  the  clients  are  White 

- About  19%  are  Black 

- About  4%  are  Hispanic 

. There  is  a trend  toward  a larger  percentage  of  clients  under  age  25. 

Exhibit  II-A-2  This  exhibit  compares  the  demographics  of  Alcoholism 
Outpatient  Clients  for  the  period. 

. The  Outpatient  demographics  have  remained  fairly  constant  for  the 
last  three  years  between  men  and  women. 

. The  under  age  25  group  is  increasing  both  in  total  numbers  and 
percentage  of  the  total . 

. The  number  and  percentage  of  Hispanic  clients  has  increased. 

. Outpatient  clients  represent  59%  of  all  alcoholism  clients  served 

(30,911/52,274)  in  FY84. 

Exhibit  II-A-3  This  exhibit  compares  the  demographics  of  Alcoholism 
Detoxification  clients  for  the  period. 

. No  major  variations  in  client  demographics  over  the  period. 

. Detoxification  clients  comprised  about  28%  of  all  alcoholism  clients 

served  (14,690/52,274)  in  FY84. 

Exhibit  II-A-4  This  exhibit  compares  the  demographics  of  Alcoholism 
Halfway  House  clients  for  the  period. 

. The  percentage  of  women  in  Halfway  House  programs  has  increased  from 
19%  of  total  in  FY82  to  almost  23%  in  FY84. 

. The  percentage  of  Blacks  served  in  this  treatment  modality  has 
increased  from  15.5%  in  FY82  to  almost  21%  in  FY84. 

. Halfway  House  clients  account  for  about  3.5%  of  total  clients  served 
in  alcoholism  treatment  programs  (1,845/52,274)  in  FY84. 
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Exhibit  II-A-5  This  exhibit  compares  the  demographics  of  Alcoholism 
Residential  Rehabilitation  for  the  period, 

. The  percentage  of  women  has  increased  from  16.4%  of  the  total  to 
18.3%  in  FY84. 


. The  percentage  of  Blacks  has  increased  from  12.3%  of  the  total  to 
19.1%  in  FY84. 

. Residential  Rehabilitation  clients  comprised  about  6.6  percent  of 

those  clients  served  in  alcoholism  treatment  programs.  (3,380/52,274) 
in  FY84. 

Exhibit  II-A-6  This  exhibit  compares  client  demographics  by  number  and 
percent  across  all  alcoholism  treatment  modalities  for  FY84  only. 
Highlights  are: 

. Women  are  served  in  much  higher  percentages  in  outpatient  and  resi- 
dential rehab  and  halfway  services  than  in  detoxification  services. 

. Blacks  tend  to  be  present  in  a much  higher  percentage  in  detoxi- 
fication (33.3%)  than  in  residential  rehab  and  halfway  services 
(19-21%)  and  outpatient  services  (12.4%). 

, Hispanics  tend  to  be  served  in  lower  percentages  in  the  residential 
servi ces . 

. Those  clients  under  age  25  are  more  likely  to  be  served  in  outpatient 
and  intensive  outpatient  modalities  (29.6%  and  26,8%  respectively) 
than  in  detoxification  services  (10.9%). 

Exhibit  II-A-7  This  exhibit  compares  the  selected  demographic  character- 
i sties  of  the  clients  by  region  for  FY84. 

. Region  I shows  a higher  percentage  of  women  in  treatment  at  27.4%  in 
FY84. 

. In  Region  II  Blacks  and  Hispanics  comprise  a much  larger  percentage 
of  those  in  treatment  at  33%  and  7.5%,  respectively,  of  the  total. 

. A more  detailed  analysis  at  the  Regional  level  can  be  found  in 
Chapter  III-C. 

Regional  Variations  in  Treatment  Modalities  The  alcoholism  treatment 
system  in  Illinois  has  developed  rapidly  over  the  last  decade  and  there 
are  variations  in  the  availability  and  mix  of  the  different  treatment 
modalities.  Exhibit  II-A-8  looks  at  the  percentage  of  clients  from  each 
Region  being  served  in  each  modality.  It  should  be  noted  that  it  is  com- 
mon for  clients  to  be  served  in  Regions  other  than  their  place  of  resi- 
dence, especially  at  the  boundaries  of  the  Regions,  Thus,  the  data  do  not 
always  accurately  portray  the  relative  utilization  of  services  within  a 
Region.  Highlights  of  Exhibit  II-A-8  are: 

. Detoxification  services  exhibit  large  variations  with  a low  of  9.4% 
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in  Region  I to  a high  of  39.8%  in  Region  II,  (Note:  Detoxification 
services  in  the  southern  half  of  Region  I have  traditionally  been 
provided  at  hospitals  under  purchase-of-care  arrangements  rather  than 
State  grant  funded  Social  Setting  or  Non-hospital  Medical  Detoxifi- 
cation programs) 

. Region  III  exhibits  a higher  percentage  of  clients  in  Residential 
Rehabilitation  services. 

Exhibit  II-A-9  This  exhibit  provides  a slightly  different  comparison  with 
the  percentages  for  each  Region  compared  to  the  statewide  totals  for  each 
modality  and  for  the  total  of  all  modalities.  There  is  considerable  vari- 
ation among  availability  and  service  designs  of  the  modalities. 

. The  percentage  of  clients  served  in  all  treatment  modalities  by 
Region  rank  the  same  as  the  Regions'  percentage  of  the  total 
State  population. 

. These  rankings  vary  for  the  Detoxification,  Halfway  House,  and 
Residential  Rehabilitation  modalities. 

. Region  II  ranks  the  same  for  all  modalities  as  its  rank  in  total 
popul at  ion. 
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Exhibit  II-A-1 


Statewide  Unduplicated  Clients  Served  by  Sex,  Race,  & Age 
All  Alcoholism  Treatment  Modalities 


FY- 

— 82 

FT- 

-83 

FY- 

-84  (1) 

2 OF  TOTAL 

2 OF  TOTAL 

% OF  TOTAL 

SEX 

MALE 

33206 

77.52 

34445 

77.1% 

40017 

76.6% 

FEMALE 

9367 

21.9% 

9568 

21.4% 

12156 

23.32 

NOT  CODED/MISCODED 

285 

0.72 

670 

1.5% 

101 

0.2% 

TOTAL 

42858 

100.02 

44683 

100.0% 

52274 

100.0% 

RACE 

WHITE 

32546 

75.92 

33299 

74.5% 

39524 

75.6% 

BLACK 

8177 

19.1% 

8782 

19.7% 

10032 

19.2% 

HISPANIC 

1438 

3.4% 

1536 

3.4% 

2279 

4.4% 

NATIVE  AMERICAN 

320 

0.7% 

289 

0.6% 

250 

0.5% 

OTHER/DN KNOWN 

377 

0.9% 

777 

1.7% 

189 

0.4% 

TOTAL 

42858 

100.0% 

44683 

100.0% 

52274 

100.0% 

AGE 

< 18 

2294 

5.4% 

2563 

5.7% 

3270 

6.3% 

18  - 24 

6668 

15.6% 

7294 

16.3% 

9059 

17.3% 

25  - 64 

32862 

76.7% 

33925 

75.9% 

39U17 

74.6% 

65  + 

1010 

2.42 

872 

2.0% 

879 

1.7% 

UNKNOWN 

24 

0.1% 

29 

0.1% 

49 

0.1% 

TOTAL 

42858 

100.0% 

44683 

100.0% 

52274 

100.0% 

SOURCE:  DMHDD  QS047000 

(1)  PERCENTAGES  FROM  QS047000  LAST  6 MONTHS  FY-84 
TOTAL  ESTIMATED  FROM  QS047000 ,E0444 
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Exhibit  II-A-2 


Statewide  Unduplicated  Clients  Served  by  Sex,  Race,  & Age 
Alcoholism  Outpatient  Services 


FY— 82 


FY— 83 


FY— 84  (1) 


Z OF  TOTAL 

Z OF  TOTAL 

# 

Z OF  TOTAL 

SEX 

Mj^LE 

16381 

69. OZ 

17209 

68. 8Z 

21708 

70. 2Z 

FEMALE 

7120 

30  .OZ 

7173 

28. 7Z 

9151 

29. 6Z 

NOT  CODED/MISCODED 

23  7 

l.OZ 

635 

2.5Z 

52 

0.2Z 

TOTAL 

23738 

100. OZ 

25017 

100. OZ 

30911 

o 

o 

o 

RACE 


WHITE 

19625 

82. 7Z 

20367 

81.4% 

25346 

82. OZ 

BLACK 

2932 

12. 4Z 

3009 

12.0% 

3839 

12. 4Z 

HISPANIC 

789 

3.3Z 

859 

3.4Z 

1527 

4.9Z 

NATIVE  AMERICAN 

94 

0.4Z 

87 

0.3% 

102 

0.3% 

OTHER/UNKNOWN 

298 

1.3Z 

695 

2.8% 

97 

0.3% 

TOTAL 

23738 

100. OZ 

25017 

100.0% 

30911 

100. OZ 

AGE 

< 18 

1855 

7.8% 

2055 

8.2% 

2798 

9.1Z 

18  - 24 

4506 

19.0% 

4968 

19.9% 

6344 

20.5% 

25  - 64 

16924 

71.3% 

17553 

70.2% 

21305 

68.9% 

65  + 

453 

1.9% 

441 

1.8% 

464 

1.5% 

TOTAL 

23738 

100.0% 

25017 

100.0% 

30911 

100. OZ 

SOURCE:  DMHDD  QS047000 

(1)  PERCENTAGES  FROM  QS047000  LAST  6 MONTHS  FY-84 
TOTAL  ESTIMATED  FROM  QS047000 ,E0444 
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Exhibit  II-A-3 


Statewide  Unduplicated  Clients  Served  by  Sex,  Race,  & Age 
Alcoholism  Detoxification  Services 


FT- 

-82 

n- 

-83  (1) 

FY- 

-84 

% OF  TOTAL 

% OF  TOTAL 

% OF  TOTAL 

SEX 

MALE 

12695 

90.1:: 

13037 

89.6% 

13074 

89.0% 

FEMLE 

1378 

9.8:: 

1499 

10.3% 

1587 

10.8% 

NOT  CODED/MISCODED 

15 

o.n 

14 

0.1% 

29 

0.2% 

TOTAL 

14088 

1 

14550 

100.0% 

14690 

100.0% 

RACE 

WHITE 

8717 

61.9% 

8701 

59.8% 

8991 

61 .2% 

BU^CK 

4573 

32.5% 

5005 

34.4% 

4896 

33  .3% 

HISPANIC 

569 

4.0% 

611 

4.2% 

608 

4.1% 

NATIVE  iDlERICAN 

190 

1 .3% 

175 

1.2% 

125 

0.9% 

OTHER/IDH-LNOW; 

39 

0.3% 

58 

0.4% 

70 

0.5% 

TOTAL 

14088 

100.0% 

14550 

100.0% 

14690 

100.0% 

AGE 

< 18  * 

268 

1.9% 

262 

1 .8% 

232 

1 .6% 

18  - 24  * 

1226 

8.7% 

1310 

9.0% 

1359 

9.3% 

25  - 64  * 

12104 

85 .9% 

12571 

86.4% 

12703 

86.5% 

65  + * 

466 

3.3% 

378 

2.6% 

347 

2.4% 

OT HER /Ul^ KNOWN  * 

24 

0.2% 

29 

0.2% 

49 

0.3% 

TOTAL 

14088 

100.0% 

14550 

100.0% 

14690 

100.0% 

SOURCE;  DMEDD-OIS  AGO  32200 

(1)  GRAND  TOTAL  OF  14,550  ESTIMATED  - DATA  WERE  INCOMPLETE 
FOR  SEVERAL  AGENCIES 

* TOTALS  AND  PERCENTAGES  ESTIMATED  USING  PERCENTAGES  FROM 
DMEDD  REPORT  # QS047000 
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Exhibit  II-A-4 


Statewide  Unduplicated  Clients  Served  by  Sex,  Race,  A Age 
Alcoholism  Halfway  House  Services 


FY—82 

FY— 83 

FY— 84  (1) 

t Z OF  TOTAL 

# % OF  TOTAL 

# % OF  TOTAL 

SEX 

MALE 

FEMALE 

NOT  CODED/MISCODED 

1368  80.9% 

322  19.0% 

1 0.1% 

1459  81.2% 

332  18.5% 

6 0.3% 

1419  76.9% 

419  22.7% 

7 0.4% 

TOTAL 

1691  100.0% 

1797  100.0% 

1845  100.0% 

RACE 


WHITE 

1382 

81.7% 

1487 

82.7% 

1408 

76.3% 

BLACK 

262 

15.5% 

111 

15.1% 

386 

20.9% 

HISPANIC 

30 

1.8% 

15 

0.8% 

33 

1.8% 

NATIVE  AMERICAN 

13 

0.8% 

13 

0.7% 

10 

0.5% 

OT  HER /Ul^  KNOWN 

4 

0.2% 

10 

0.6% 

8 

0.4% 

TOTAL 

1691 

100.0% 

1797 

100.0% 

1845 

100.0% 

AGE 

< 18 

23 

1.4% 

41 

2.3% 

41 

2.2% 

13  - 24 

319 

18.9% 

357 

19.9% 

378 

20.5% 

25  - 64 

1328 

78.5% 

1386 

77.1% 

1410 

76.4% 

65  + 

21 

1.2% 

13 

0.7% 

16 

0.9% 

TOTAL 

1691 

100.0% 

1797 

100.0% 

1845 

100.0% 

SOURCE:  DMHDD-OIS  QSO47000 

(1)  PERCENTAGES  FROM  QS047000  LAST  6 MONTHS  FY-84 
TOTAL  ESTIMATED  FROM  QS047000 ,E0444 
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Exhibit  II-A-5 

Statewide  Unduplicated  Clients  Served  by  Sex,  Race,  A Age 
Alcoholism  Residential  Rehabilitation  Services 


FY- 

-82 

FY- 

-83 

FY- 

-84  (1) 

i? 

Z Or  TOTAL 

Z OF  TOTAL 

Z OF  TOTAL 

SEX 

MLE 

2762 

SI. 71 

2740 

82. 6Z 

2747 

81. 3Z 

FEMALE 

547 

16. 4Z 

564 

17. OZ 

620 

18. 3Z 

NOT  CODED/MISCODED 

32 

l.OZ 

15 

0.5Z 

13 

0.4Z 

TOTAL 

3341 

100. OZ 

3319 

100.  OZ 

3380 

100. OZ 

RACE 

WHITE 

2822 

84. 5Z 

2744 

82. 7Z 

2672 

79. IZ 

BLACK 

410 

12. 3Z 

496 

14. 9Z 

646 

19. IZ 

HISPANIC 

50 

1.5Z 

51 

1 .5Z 

40 

1.2Z 

NATIVE  AMERICAN’ 

23 

0.7Z 

14 

0.4Z 

12 

0.4Z 

OTHER/UN  KNOWN 

36 

I.IZ 

14 

0.4Z 

10 

0.3Z 

TOTAL 

3341 

100. OZ 

3319 

100.  OZ 

3380 

100. OZ 

AGE 

< 18 

148 

4.4Z 

205 

6.2Z 

88 

2.6Z 

18  - 24 

617 

18. 5Z 

659 

19. 9Z 

701 

10.71 

25  - 64 

2506 

75.0% 

2415 

72. 8Z 

2557 

75.71 

65  + 

70 

2.1Z 

40 

1 .2Z 

34 

l.OZ 

TOTAL 

3341 

100. OZ 

3319 

100. OZ 

3380 

100. OZ 

SOURCE;  DHHDD  QS047000 

(1)  PERCENTAGES  FROM  QS047000  LAST  6 MONTHS  FY-84 
TOTAL  ESTIMATED  FROM  QS047000 .E0444 
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FY'84  Statewide  Unduplicated  Clients  Served  by  Sex,  Race,  A Age 
For  All  Alcoholism  Treatment  Modalities 
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Source:  DMHDD-OIS  QS047000 , E0444  PERCENTAGES  FROM  LAST  6 MONTHS 


FY'84  Total  Undupl icated  Regional  Admissions  for  All  Alcoholism 
Treatment  Modalities  by  Sex,  Race,  & Age 
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GENERAL  DRUG  TREATMENT  AND  DEMOGRAPHIC  DATA 


One  of  the  more  direct  means  of  examining  the  nature  of  drug  abuse  among 
addicted  individuals  is  through  a careful  analysis  of  drug  usage  patterns 
and  demographic  characteristics  of  clients  actually  admitted  to  treatment. 
This  section  examines  the  characteristics  of  persons  admitted  to  treatment 
in  programs  funded  by  the  DDC  through  FY84  and  currently  funded  by  DASA. 

All  Department  funded  drug  treatment  programs  in  Illinois  report  client 
admissions,  discharges  and  client  flow  through  the  CODAP  system  for  analy- 
sis of  drug  usage  patterns  and  demographic  characteristics.  The  group  of 
exhibits  on  the  following  pages  summarizes  this  information  for  FY82 
through  FY84  so  that  the  most  recent  trends  can  be  noted,  although  refer- 
ences will  be  made  to  longer  term  trends  which  are  continuing  to  the 
present. 

There  are  several  important  caveats  to  be  kept  in  mind  in  interpreting 
this  data: 

. The  discussion  covers  only  admissions  to  Department  licensed  and 
funded  drug  treatment  programs.  Consequently,  data  from  licensed 
non-funded  programs  are  not  reflected  in  this  analysis. 

. A substantial  number  of  hospitals  in  the  State  also  offer  drug 

treatment  services.  These  hospitals  are  licensed  by  DPH  and  the  data 
from  their  admissions  are  currently  unavailable.  As  can  be  seen  from 
the  discussion  of  prevalence  in  the  Introduction  to  this  Chapter,  the 
extent  of  drug  abuse  is  significantly  greater  than  these  figures 
reflect.  One  hospital  stated  that  almost  50%  of  recent  admissions  to 
its  chemical  dependency  unit  were  for  cocaine  dependency. 

. Another  aspect  is  that  persons  who  are  employed  and  work  for  a 
company  with  an  Employee  Assistance  Program  (EAP)  will,  in  many 
instances,  enter  a private  treatment  environment.  An  examination  of 
the  employment  and  educational  characteristics  of  the  admissions  dis- 
cussed below  show  that  most  are  unemployed  and  that,  as  a whole,  they 
have  less  education  and  many  are  school  dropouts. 

. Many  of  the  individuals  discussed  below  have  secondary  or  tertiary 
drugs  which  they  abuse  that  complicate  the  treatment  process.  The 
growth  of  multidrug  abuse  has  been  steadily  increasing  over  the  years 
as  is  discussed  in  the  Trend  Analysis  below  and  other  sections  of 
this  Plan.  A recent  special  study  by  the  Toxicology  Laboratory  of 
the  Department  analyzing  urine  samples  for  types  of  drugs,  showed 
that  some  70%  of  the  individuals  tested  had  more  than  one  drug  in 
their  system  and  some  had  as  many  as  seven  drugs  present  --  and  this 
did  not  include  a check  for  the  presence  of  alcohol.  (The  special 
study  took  place  before  the  creation  of  the  new  Department  and 
methods  of  including  alcohol  analysis  in  the  testing  are  now  being 
considered.)  This  growth  in  multidrug  abuse,  particularly  when  the 
primary  or  secondary  drug  is  alcohol,  is  one  of  the  significant 
reasons  for  the  creation  of  the  new  Department. 
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Primary  Drug  of  Abuse  Exhibit  II-A-10  presents  the  admissions  broken  out 
by  the  drugs  for  which  the  person  was  admitted,  and  the  drug  most  recently 
abused,  and  constitutes  the  primary  basis  for  the  discussion  that  follows. 
(Note  that  the  admission  total  for  drugs  is  three  less  than  the  admission 
total  for  the  tables  analyzing  admissions  by  age,  race,  and  sex  due  to 
non-reporting  of  the  drug  abused  in  these  three  cases.)  It  does  not  re- 
flect the  history  of  previous  drugs  used  or  abused,  although  the  case 
histories  taken  at  the  time  of  admission  do  go  into  such  detail.  Special 
studies  make  it  clear  that  at  least  in  the  case  of  narcotics,  cocaine  and 
certain  other  dangerous  drugs,  the  person  experimented  with  one  or  more 
drugs  (marijuana  as  one  obvious  example)  or  even  became  addicted  to 
another  drug  before  the  current  admission  to  treatment.  Thus  the  vast 
majority  of  admissions  have  a previous  drug  history  and,  given  the  com- 
ments above,  continue  to  abuse  more  than  one  drug.  (See  Chapter  III-A 
Prevention  for  a discussion  of  youth  drug  histories.)  Exhibits  II-A-11 
and  12  illustrate  the  same  figures  in  bar  and  line  graph  form  to  aid  the 
reader  in  visualizing  the  trends  over  time.  (All  exhibits  will  be  found 
at  the  end  of  this  drug  analysis  section.) 

Narcotics  In  the  late  seventies,  a dramatic  drop  in  narcotics  ad- 
missions took  place  from  80%  to  slightly  more  than  50%.  Admissions 
remained  at  that  level  until  FY84  when  they  declined  slightly  to 
47.2%  of  all  admissions.  Nevertheless,  despite  these  declines,  nar- 
cotics continue  to  be  the  most  frequent  cause  of  admissions. 

Marijuana  These  admissions  began  a significant  rise  in  the  mid  and 
late  seventies  (possibly  because  of  a relatively  successful  intensive 
campaign  directed  toward  youth  against  the  use  of  PCP  which  led  many 
to  switch  to  marijuana)  and  by  FY82  reached  20.1%  of  all  admissions 
thus  becoming  the  second  most  frequent  cause  of  admission  to  treat- 
ment. In  FY83  there  was  a slight  decline  which  is  believed  to  have 
been  caused  by  supply  problems  rather  than  any  change  in  drug  pre- 
ferences. In  FY84  marijuana  admissions  constituted  20.9%  of  all 
admissions. 

Cocaine  This  drug  continues  its  very  rapid  growth  as  a drug  of 
choice  among  abusers  and  seems  to  be  reaching  epidemic  proportions. 

It  has  increased  in  absolute  numbers  fivefold  since  1979  and  the  per- 
centage has  quadrupled  to  12%  of  all  admissions,  now  the  third  most 
frequent  cause  of  entry  into  treatment.  There  is  every  reason  to 
believe  that  this  rise  will  continue.  (See  the  extended  discussion 
of  this  problem  in  the  Trend  Analysis  section  following  and  also  the 
extended  statement  of  the  problem  and  plans  for  the  development  of 
prevention  and  treatment  programs  to  be  found  in  Chapter  III-C.) 

Sedative/Hypnotics  Barbiturates  and  tranquilizers  have  continued  to 
show  declining  use  beginning  in  1980  and  currently  are  in  the  5% 
range.  It  should  be  noted  that  the  sudden  upsurge  in  admissions  for 
these  drugs,  which  started  in  late  1977  and  early  1978,  appears  to 
have  been  related  to  the  abrupt  decline  in  narcotics  admissions  and 
the  current  steady  trend  reflects  the  equally  steady  trend  in  nar- 
cotics. 

Amphetamines  These  drugs  have  remained  constant  for  six  years  at 
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some  6%  of  admissions  and  the  demographics  constant  as  predominantly 
White,  60%  male,  and  predominantly  under  20  years  of  age. 

Hal  1 ucinogens  This  abuse  continues  its  rather  jagged  course  after  a 
number  of  years  of  decline.  In  FY82  it  had  dropped  to  3.4%,  then 
jumped  in  FY83  to  4.1%,  and  declined  in  FY84  to  2.8%.  These  varia- 
tions may  be  due  to  supply.  On  the  other  hand,  the  recent  decline 

could  be  related  to  the  increase  in  cocaine  admissions. 

For  a fuller  discussion  of  all  of  these  drugs,  see  the  Trend  Analysis 
following  in  section  III-B. 

Race,  Sex,  and  Age  Comparisons  This  section  will  examine  not  only  the 
overall  trends  in  these  demographics  but  also  differences  in  demographics 
among  different  drugs  of  abuse.  Exhibits  II-A-13  through  15  present  the 

admissions  broken  out  by  sex,  race,  and  age,  by  sex  and  race  by  drug,  and 

race  and  age  by  drug.  As  in  the  case  of  the  drug  exhibits  above.  Exhibits 
II-A-16  and  17  illustrate  the  same  figures  in  line  graph  form  to  aid  the 
reader  in  visualizing  these  trends. 

The  racial  patterns  of  admissions  in  recent  years  have  remained  relatively 
constant  at: 

. 55%  White,  30%  to  35%  Black,  6%  to  7%  Hispanic  with  the  small 

balance  other  races  including  Native  Americans. 

The  drug  usage  pattern  (with  few  exceptions)  among  racial  groups  has  also 
remained  relatively  constant: 

. Narcotics  continues  to  be  the  most  prevalent  drug  reported  by  Blacks. 
Almost  60%  of  all  admissions  for  narcotics  are  Black  and  accounted 
for  70%  of  all  Black  admissions.  This  should  be  compared  to  the  fact 
that  in  the  late  seventies  this  drug  accounted  for  over  90%  of  all 
Black  admissions.  Slowly  growing  numbers  of  Whites  are  entering  treat- 
ment for  this  drug  and  currently  account  for  almost  35%  of  these  admis- 
sions. Hispanics  also  show  a slow  but  steady  increase  in  admissions. 

. Amphetamines,  marijuana,  and  hallucinogens  continue  as  the  predomi- 
nant drug  of  choice  among  White  clients  accounting  for  82%  of  admis- 
sions for  this  group  of  drugs  and  44%  of  all  White  admissions. 

. Cocaine  abuse,  in  its  early  history,  was  primarily  the  drug  of  choice 
among  Whites,  but  in  recent  years  there  has  been  a steady  increase  in 
Black  admissions  for  this  drug.  In  FY84,  53%  of  the  admissions  for 
this  drug  were  White  and  41%  Black.  Similarily,  within  racial 
groups.  White  cocaine  abusers  accounted  for  11.5%  of  all  White  admis- 
sions while  Black  cocaine  admissions  accounted  for  13.4%  of  all  Black 
admissions.  In  six  years,  this  accounts  for  a doubling  in  the  number 
of  White  admissions  but  a thirteenfold  increase  for  Black  admissions. 

. The  men-women  ratio  has  remained  relatively  constant  in  recent  years 
at  70%  men  and  30%  women,  with  the  exception  of  hallucinogens  that 
have  a higher  ratio  for  men  and  amphetamines  which  show  a large  com- 
ponent of  women. 
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The  trend  towards  younger  persons  being  admitted  to  treatment  has  ceased. 

One  possible  explanation  is  that  it  is  a false  statistical  impression  due 
to  the  sudden  upsurge  in  admissions  for  the  older  age  groups  in  their  mid 
and  late  twenties. 

. In  the  late  70' s,  some  10%  of  all  admissions  were  under  20.  Begin- 
ning in  the  eighties  and  into  FY84,  this  group  has  steadily  accounted 
for  some  25%  of  admissions  with,  as  would  be  expected,  70%  of  these 
admissions  being  for  amphetamines,  marijuana,  or  hallucinogens.  The 
percentage  of  admissions  to  cocaine  treatment  for  this  age  group  has 
steadily  declined  and  presently  represents  13%  of  the  cocaine  admis- 
sions. 

. The  20-24  age  group  has  been  steadily  declining  as  a percentage  of 
admissions  from  an  early  eighties  25%  to  the  current  15%. 

. The  25-29  age  groups  also  continues  to  decline,  but  more  slowly  and 
now  stands  at  22%  of  admissions. 

. The  over  29  group,  however,  continues  its  surge  from  25%  in  the  late 
seventies  and  early  eighties  to  38%  in  FY84.  One  possible  explana- 
tion of  this  increase  is  that  while  narcotics  admissions  have 
declined,  there  does  seem  to  be  a trend  towards  fewer  new  admissions 
and  more  and  more  readmissions  of  the  older  narcotics  abusers. 

The  trends  in  age  distribution  are  distinctly  different  among  the  races, 
although  the  overall  data  for  Black  admissions  are  potentially  skewed  by 
the  predominance  of  narcotics  abuse  among  Blacks.  Persons  admitted  for  nar- 
cotics are  older  and  the  over  29  group  constitutes  almost  65%  of  the  total 
admissions  for  this  drug.  At  the  present  time: 

. 36%  of  White  admissions  are  under  20  compared  to  only  9%  of  Blacks. 

, Whites  constitute  19%  of  the  20-24  age  group  and  Blacks  8%. 

. Whites  constitute  23%  of  the  25-29  age  group  and  Blacks  21.4%.  (Note 

that  this  age  group  constitutes  the  largest  percentage  of  cocaine 
admissions. ) 

. Whites  constitute  22%  of  the  over  29  group  while  Blacks  account  for 
61%  --  again  probably  reflecting  the  extent  of  narcotics  abuse  in 

this  group. 

Regional  Drug  and  Demographic  Data  Although  the  four  Regions  will  be  dis- 
cussed in  detail  in  the  Regional  Analysis  section  of  Chapter  III-C  , some 
general  observations  will  be  made  here  to  provide  context  for  the  subse- 
quent chapter. 

Drug  abuse  is  a problem  that  knows  no  boundaries  throughout  the  State.  It 
is  a problem  in  each  Region  and  admissions  vary  only  slightly  due  to  some 
Regional  differences  and  also  due  to  both  the  treatment  mix  and  availabili- 
ty in  that  particular  area: 
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. Region  II,  with  almost  two-thirds  of  the  total  State  population, 
accounts  for  the  greater  portion  of  admissions  {11,2%)  which  is  a 
higher  rate  than  their  population  ratio.  In  addition  narcotics  abuse 
in  Region  II  accounts  for  42%  of  all  statewide  admissions,  89%  of  all 
narcotics  admissions  in  the  State,  and  54.4%  of  all  admissions  in 
this  Region. 

. Region  I has  the  next  highest  concentration  (in  terms  of  admissions 
in  the  Region)  of  narcotics  with  30.6%  of  its  admissions  being  for 
this  drug.  It  is  a much  smaller  problem  in  the  rest  of  the  State. 

. Regions  I,  II,  and  IV  have  a heavy  concentration  of  marijuana  admis- 
sions. Marijuana,  as  a percent  of  all  admissions  in  each  Region, 
accounts  for  38%  in  Region  I,  40.4%  in  Region  III,  and  43.8%  in 
Region  IV.  Region  II  admissions'  share,  on  the  other  hand,  is  only 
15%. 

. Cocaine  abuse  is  spread  throughout  the  State.  Its  percent  of  the 
Region's  admissions  in  Region  I is  9%,  12.7%  in  Region  II,  11.4%  in 
Region  III,  and  7.8%  in  Region  IV. 

. Region  III  seems  to  have  a particular  problem  with  Sedative/Hypnotics 
with  20.1%  of  all  admissions  in  the  State  for  these  drugs  and  11.2% 
of  its  Regional  admissions.  Similarily,  this  Region  seems  to  have  a 
heavier  concentration  of  amphetamine  and  marijuana  problems. 

The  demographic  data  concerning  sex,  race,  and  age  vary  from  Region  to 
Region  but  these  variations  usually  reflect  demographics  in  the  population 
mix  between  the  Regions  or  in  the  drug  admission  variations  between 
Regions. 

. The  70%  - 30%  men/women  relationship  holds  in  Regions  I and  II  but 
the  male  percentage  is  much  higher  in  Regions  III  {19,1%)  and  IV 
(76.8%). 

. The  racial  distribution  shows  a consistent  pattern.  Admissions  in 
Region  II  are  48.8%  White  and  43.1%  Black.  Region  I has  73.4%  White 
and  24.5%  Black;  Region  III  85.8%  White  and  12.2%  Black,  and  Region 
IV  82.4%  White  and  16.8%  Black. 

Admissions  by  age  show  significant  variations,  but  these  seem  to  be 
related  to,  or  determined  by,  the  drug  at  admission  mix. 

. Regions  I and  IV  with  extensive  admissions  for  marijuana  have  a 40% 
ratio  of  their  admissions  in  the  under  20  age  group. 

. Region  II  with  the  highest  percentage  of  narcotics  admissions,  also 
has  the  highest  (41.8%)  admission  for  the  over  29  age  group. 

. The  two  remaining  age  groups,  20  - 24  and  25  - 29,  appear  in  roughly 
similar  percentages  throughout  the  State. 

Treatment  Modalities  The  alcohol  treatment  section  above  discussed  the 
demographic  differences  among  and  within  modalities.  In  the  alcohol  field. 
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the  constant  is  the  abused  substance,  alcohol  , and  the  question  is  at  what 
point  the  classic  "Beta"  Alcholic  is  observed  or  what  stage  or  type  of 
other  alcohol  syndrome  is  presented.  In  the  drug  field,  the  type  of  drug 
abused  has  driven  to  a great  degree  the  modality  decision,  although 
certain  age,  race,  and  sex  characteristics  do  have  an  influence. 

There  are  four  basic  drug  treatment  modalities  that  can  either  be  Out- 
patient or  Residential  : 

. Methadone  Maintenance  using  methadone  is  still  the  primary  modality 
for  treatment  of  narcotics  addiction  and  admissions  here  have  been  at 
25%  to  30%  for  a number  of  years  as  narcotics  addiction  has  remained 
relatively  constant. 

. Drug  Free  has  stayed  at  a 65%  to  70%  range  as  reflected  by  the  mix  of 
other  drugs  which  also  (with  the  exception  of  cocaine)  remained  rela- 
tively constant. 

. Detoxification  for  21  days  for  those  entering  Methadone  Maintenance 
constitutes  less  than  3%  to  5%  of  admissions.  Detoxification  for 
other  drugs  frequently  takes  place  in  other  service  settings.  ( For  a 
discussion  of  this  use  of  other  facilities,  see  the  study  being 
conducted  with  alcohol  Detoxification  Services  in  Chapter  III-C.) 

. Other  predominantly  covers  early  intervention  and  constitutes  a very 
small  percentage  of  total  admissions. 

A significant  development  that  may  impact  upon  the  treatment  of  narcotics 
abuse  and  the  use  of  the  Methadone  Maintenance  modal ity  of  treatment  is 
the  recent  approval  by  the  Federal  Drug  Administration  of  Trexan  (naltrex- 
one). Although  methadone  continues  to  be  the  drug  of  choice  for  the  treat 
ment  of  opiate  dependency,  medical  research  is  focusing  on  the  development 
and  testing  of  new  substances  capable  of  suppressing  opiate  withdrawal 
symptoms  and  of  assisting  detoxified  addicts  in  remaining  drug  free,  such 
as  naltrexone. 

Opiate  agonists  (e.g.,  heroin,  morphine,  methadone)  produce  their  charac- 
teristic effects  by  occupying  certain  receptor  sites  in  the  brain  which 
interact  with  opiates.  Antagonists  such  as  naltrexone  are  capable  of 
reversing  or  blocking  the  effects  of  opiates  by  competitively  occupying 
the  same  receptor  sites.  Because  antagonists  bind  more  tightly  to  the 
receptor  sites,  they  either  displace  the  agonist  if  such  a drug  has  been 
taken,  or  occupy  the  receptors  first  and  prevent  any  agonist  from  working. 
Thus,  if  an  individual  "high"  on  narcotics  were  to  take  naltrexone  the 
narcotic  effect  would  cease  immediately,  and  if  the  individual  were 
opiate-dependent,  withdrawal  symptoms  would  result.  If  a person  who  has 
taken  naltrexone  were  to  subsequently  sel f-administer  an  opiate,  the  nar- 
cotic effect  would  be  blocked  and  there  would  be  no  impact  by  the  narcotic 
An  oral  dose  of  50  mg  naltrexone  will  antagonize  opiates  for  24  hours,  a 
100  mg  dose  will  produce  this  effect  for  48  hours,  and  a 150  mg  dose  for 
72  hours.  Because  naltrexone  is  a specific  opiate  antagonist,  it  does  not 
affect  the  actions  of  non-opiate  substances  such  as  cocaine,  amphetamines, 
barbiturates  or  alcohol. 
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Because  naltrexone  is  capable  of  precipitating  withdrawal  symptoms  in 
dependent  individuals,  detoxification  from  opiates  must  take  place  prior 
to  administration  of  this  drug.  As  a period  of  at  least  three  days  must 
ensue  between  last  use  of  a narcotic  and  administration  of  naltrexone  it's 
use  is  contraindicated  in  currently  addicted  individuals.  If  the  client 
has  used  methadone,  a period  of  at  least  ten  days  must  ensue.  The  use  of 
naltrexone  is  appropriate  in  cases  where  clients  have  achieved  a drug-free 
state  but  are  still  at  risk  of  returning  to  the  use  of  opiates.  Individ- 
uals who  may  benefit  from  a program  of  naltrexone  administration  include 
the  following: 

. Clients  currently  enrolled  in  methadone  maintenance  who  are  desirous 
of  detoxification  and  who  would  be  considered  at  risk  following  with- 
drawal from  methadone. 

. Residents  of  drug-free  therapeutic  communities  who  are  returning  home 
for  a weekend  visit  or  anticipating  a situation  outside  of  the  thera- 
peutic environment  where  their  desire  to  remain  abstinent  would  be 
threatened. 

. Individuals  who  have  been  convicted  of  drug-related  crimes.  For  such 
persons,  a court  ordered  program  of  counseling  and  monitored  naltrex- 
one administration  may  serve  as  an  alternative  to  incarceration. 

For  individuals  such  as  those  described  above,  the  achievement  of  a phys- 
ically drug-free  state  may  be  only  the  first  step  in  the  process  of  recov- 
ery. For  recovering  addicts  the  desire  to  re-experience  an  opiate  high, 
manifested  through  the  appearance  of  narcotic  craving  or  "drug  hunger", 
often  leads  to  the  cycle  of  opiate  use-euphoria-continued  use-reestablish- 
ment of  narcotic  dependency.  The  proper  use  of  naltrexone  for  selected 
clients  may  be  capable  of  breaking  this  cycle  by  blocking  opiate-induced 
euphoria  and  thereby  removing  the  "incentive"  for  narcotic  use. 

Because  of  naltrexone's  potential  for  halting  recidivistic  tendencies 
among  detoxified  addicts,  DASA  will  work  closely  with  the  professional 
substance  abuse  and  medical  treatment  communities  to  assist  in  developing 
appropriate  procedures  for  the  use  of  this  drug.  Possible  areas  of  tech- 
nical assistance  include  the  following: 

. Developing  guidelines  for  the  selection  of  clients  most  capable  of 
benefiting  from  naltrexone  administration. 

. Potential  medical  complications  arising  from  use  of  naltrexone. 

. The  role  of  counseling  as  a necessary  adjunct  to  naltrexone 
administration. 


ILLINOIS/ NATIONAL  ALCOHOL  AND  DRUG  ADMISSIONS  COMPARISONS 

As  stated  in  the  Introduction  to  this  chapter,  Illinois  is  a microcosm  of 
the  nation  as  a whole.  This  is  reflected  in  the  set  of  Exhibits  II-A-18 
to  22  which  compare  admission  data  for  Illinois  with  admission  data  for 
the  rest  of  the  Nation: 
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The  men/women  ratio  in  both  alcohol  and  drug  admissions  reflects  the 
ratios  on  the  national  level. 

The  alcohol  admissions  reflect  the  mix  of  the  nation  in  the  area  of 
Whites,  Blacks  and  Hispanics  while  the  drug  admissions  show  a slight- 
ly higher  Black  admission  rate  and  a lower  Hispanic  admission  rate. 

The  age  ratios  are  also  similar  with  the  exception  that  Illinois  drug 
admissions  have  a slightly  higher  under  age  20  admission  percentage. 

The  environment  factors  do  differ  due  to  greater  emphasis  in  Illinois 
drug  treatment  on  Residential  treatment  for  Detoxification,  Mainte- 
nance, and  Drug  Free  and  a greater  emphasis  on  non-hospital  based 
services  in  the  alcohol  Detoxification,  Rehabilitation,  and  Out- 
patient programs. 
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Exhibit  II-A-10 


Admissions  to  Drug  Treatment  Programs 
By  Number  and  Percent  of  Drugs 
FY'82  - FY'84 


FY  1982 

FY  1983 

FY  1984 

Primary  Drug  of  Abuse 

n 

% 

« 

% 

4 

1. 

None  Reported 

0 

0.0 

4 

0.1 

29 

0.3 

2. 

Heroin 

3,782 

*45.6 

3,414 

46.0 

3,648 

42.8 

3. 

Methadone 

40 

0.5 

21 

0.3 

19 

0.2 

4. 

Other  Opiates 

457 

5.5 

379 

5.1 

357 

4.2 

5. 

Alcohol 

64 

0.8 

55 

0.7 

165 

1.9 

c 

• 

Barbi turates 

223 

2.7 

200 

2.7 

171 

2.0 

7. 

Sedative  Hypnotics 

124 

1.5 

95 

1.3 

80 

1.0 

8. 

Amphetamines 

535 

6.4 

514 

6.9 

537 

6.3 

9. 

Cocaine 

492 

5.9 

581 

7.8 

1,027 

12.0 

10. 

Marijuana/Hashish 

1,666 

20.1 

1,263 

17.0 

1,781 

20.9 

11. 

Hallucinogens 

280 

3.4 

307 

4.1 

236 

2.8 

12. 

Inhalants 

43 

0.5 

43 

0.6 

52 

0.6 

13. 

Over- the- Counter 

22 

0.2 

14 

0.2 

27 

0.3 

14. 

Tranquilizer 

157 

1.9 

152 

2.0 

147 

1.7 

15. 

Other 

175 

2.1 

165 

2.2 

73 

0.9 

16. 

PCP 

239 

2.9 

222 

3.0 

181 

2.1 

Total 

8,299 

100.0 

7,429 

100.0 

8,530 

100.0 

Source:  CODAP 
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Exhibit  1 1- A- 11 


Bar  Chart  of  Admissions  to  Drug  Treatment  Programs 
By  Percent  of  Drugs:  FY'82  - FY'84 
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Exhibit  II-A-12 


Line  Graph  of  Admissions  to  Drug  Treatment  Programs 
By  Percent  of  Drugs:  CY'76  - FY'84 
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Source:  COOAP 
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Source:  CODAP 


Exhibit  II-A-16 


Line  Graph  of  Admissions  to  Drug  Treatment  Programs 
By  Percent  of  Race  and  Sex 
CY'76  - FY'84 


CY  1976  CY  1977  CY  1978  CY  1979  CY  1980  CY  1981  FY  1982  FY  1983  FY  1984 
Source:  CODAP 
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Exhibit  II-A-17 


Line  Graph  of  Admissions  to  Drug  Treatment  Programs 
By  Percent  of  Age  Groups 
CY'76  - FY'84 


103 

95 


90 


£5 

so 


75 


70 

65 

60 


50 

45 

40 

35 

30 

25 

20 

15 

10 

05 

0 


. 0 


CY  1976  CY  1977  CY  1978  CY  1979  CY  1980  CY  1981  FY  1982  FY  1983  FY  1984 
Source:  CODAP 


86-II-A-Page  29 


Exhibit  II-A-18 


FY83  Comparison  of  Alcohol  and  Drug  Client  Treatment 
Admissions  by  Sex  for  Illinois  vs.  Nation 

ILLINOIS  NATIONAL 


ALCOHOL 

# 

Z 

t 

2 

MALE 

44088 

77.45Z 

706318 

79.352 

FEMALE 

12835 

22.552 

183355 

20.602 

TOTALS 

56923 

100.002 

890112 

99.952 

(1) 

DRUGS 

MALE 

5053 

67.932 

240125 

71.192 

FEMALE 

2385 

32.072 

97170 

28.812 

TOTALS 

7438 

100.002 

337295 

100.002 

SOURCE:  STATE  ALCOHOLISM  AND  DRUG  ABUSE  PROFILE,  APRIL  1984. 

(1):  INCT.imFR  RTATFR  nTRTRTPT  OF  mT.TTMRIA  & PUERTO  RICO. 

Exhibit  II-A-19 

FY83  Comparison  of  Alcohol  and  Drug  Client  Treatment 
Admissions  by  Race/Ethnicity  for  Illinois  vs.  Nation 


ILLINOIS  NATIONAL 


ALCOHOL 

# 

2 

# 

2 

AM.  INDIAN  OR  ALASKIAN  NATIVE 

455 

0.802 

29577 

3.202 

ASIAN  OR  PACIFIC  ISLANDER 

59 

0.102 

1559 

0.172 

BLACK  NOT  OF  HISPANIC  ORIGIN 

10473 

18.402 

138990 

15.032 

HISPANIC 

1878 

3.302 

47618 

5.152 

WHITE  NOT  OF  HISPANIC  ORIGIN 

44058 

77.402 

702506 

75.982 

NOT  REPORTED 

0 

0.002 

4400 

0.482 

TOTALS 

56923 

100.002 

924650 

100.002 

(1) 

DRUGS 

AM.  INDIAN  OR  ALASKIAN  NATIVE 

17 

0.232 

2178 

0.742 

ASIAN  OR  PACIFIC  ISLANDER 

23 

0.312 

1317 

0.452 

BLACK  NOT  OF  HISPANIC  ORIGIN 

2754 

37.032 

68495 

23.242 

HISPANIC 

527 

7.092 

47046 

15.962 

WHITE  NOT  OF  HISPANIC  ORIGIN 

4116 

55.342 

174576 

59.232 

NOT  REPORTED 

0 

0.002 

1140 

0.392 

TOTALS 

7437 

100.002 

294752 

100.002 

SOURCE:  STATE  ALCOHOLISM  AND  DRUG  ABUSE  PROFILE,  APRIL  1984. 

(1):  THE  NUMBER  OF  STATES  REPORTING  VARIES  FROM  26  TO  38, 

mCLUDING  PUERTO  RICO  & DISTRICT  OF  COLUMBIA. 
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Exhibit  II-A-20 


FY83  Comparison  of  Drug  Client  Treatment 


Adm  i s s i 0 n s 

by  Age  and 

by  Sex  for 

Illinois 

vs.  Nation 

COMPARISON  OF 

DRUG  CLIENT 

TREATMENT 

ADMISSIONS  DATA  BY  AGE 

AND  BY 

SEX  FOR  ILLINOIS  VS.  NATION  IN 

FY  83 

AGE 

ILLINOIS 

NATIONAL 

15  & UNDER 

# 

% 

# 

2 

MALE 

129 

55.842 

6247 

60.642 

FEMALE 

102 

44.162 

4055 

39.362 

TOTALS 

231 

100.002 

10302 

100.002 

16  - 18 

MALE 

817 

69.772 

18887 

71.852 

FEMALE 

354 

30.232 

7399 

28.152 

TOTALS^ 

1171 

100.002 

26286 

100.002 

19  - 20 

MALE 

307 

71.732 

12842 

71.312 

FEMALE 

121 

28.272 

5167 

28.692 

TOTALS 

428 

100.002 

18009 

100.002 

21-44 

MALE 

3555 

66.922 

139685 

68.392 

FEMALE 

1757 

33.082 

64549 

31.612 

TOTALS 

5312 

100.002 

204234 

100.002 

45  - 59 

MALE 

230 

83.332 

6548 

73.062 

FEMALE 

46 

16.672 

2414 

26.942 

TOTALS 

276 

100.002 

8962 

100.002 

60  - 64 

MALE 

8 

88.892 

388 

61.102 

FEMALE 

1 

11.112 

247 

38.902 

TOTALS 

9 

100.002 

635 

100.002 

65  & OLDER 

MALE 

7 

63.642 

493 

56.412 

FEMALE 

4 

36.362 

381 

43.592 

TOTALS 

11 

100.002 

874 

100.002 

SOURCE:  STATE  ALCOHOLISM  AKD  DRUG  ABUSE  PROFILE,  APRIL  1984 
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Exhibit  II-A-21 


FY83  Comparison  of  Drug  Client  Treatment 
Admissions  by  Type  of  Environment  for  Illinois  vs. Nation 


COMPARISON  OF  DRUG  CLIENT  TREATMENT  ADMISSIONS  DATA 
BY  TYPE  OF  ENVIRONMENT  FOR  ILLINOIS  VS.  NATION  IN  FY  83 


ILLINOIS  NATIONAL 


DETOXIFICATION 

# 

Z 

# 

2 

HOSPITAL 

N/A 

N/A 

6432 

9.742 

RESIDENTIAL 

67 

42.952 

7936 

12.022 

OUT-PATIENT 

89 

57.052 

51643 

78.232 

TOTALS 

156 

100.002 

66011 

100.002 

MAINTENANCE 

HOSPITAL 

2 

0.082 

37 

0.082 

RESIDENTIAL 

272 

10.472 

418 

0.962 

OUT-PATIENT 

2324 

89.452 

43092 

98.962 

TOTALS 

2598 

100.002 

43547 

100.002 

DRUG  FREE 

HOSPITAL 

1 

0.022 

1781 

1.002 

RESIDENTIAL 

1394 

30.832 

38418 

21.542 

OUT-PATIENT 

3127 

69.152 

138173 

77.462 

TOTALS 

4522 

100.002 

178372 

100.002 

TOTALS  BY  TYPE 

OF  ENVIRONMENT 

HOSPITAL 

3 

0.042 

8250 

2.872 

RESIDENTUL 

1733 

23.822 

46772 

16.242 

OUT-PATIENT 

5540 

76.142 

232908 

80.892 

TOTALS 

7276 

100.002 

287930 

100.002 

SOURCE:  STATE  ALCOHOLISM  AND  DRUG  ABUSE  PROFILE,  APRIL  1984 
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Exhibit  II-A-22 


FY83  Comparison  of  Alcohol  Client  Treatment 
Admissions  by  Type  of  Environment  for  Illinois  vs.  Nation 


COMPARISON  OF  ALCOHOL  CLIENT  TREATMENT  ADMISSIONS  DATA 
BY  TYPE  OF  ENVIRONMENT  FOR  ILLINOIS  VS.  NATION  IN  FY  83 


ILLINOIS  NATIONAL 


DETOXIFICATION 

# 

1 

# 

2 

HOSPITAL 

NON-HOSPITAL 

1258 

20634 

5.752 

94.252 

129101 

299177 

30.142 

69.862 

TOTALS 

21892 

100.002 

428278 

100.002 

REHABILITATION 

HOSPITAL 

NON-HOSPITAL 

263 

5542 

4.532 

95.472 

24307 

163470 

12.942 

87.062 

TOTALS 

5805 

100.002 

187777 

100.002 

OUTPATIENT 

HOSPITAL 

NON-HOSPITAL 

N/A 

29226 

N/A 

100.002 

65756 

423072 

13.452 

86.552 

TOTALS 

29226 

100.002 

488828 

100.002 

TOTALS  BY  TYPE 
OF  ENVIRONMENT 

HOSPITAL 

NON-HOSPITAL 

1521 

55402 

2.672 

91,33% 

227253 

947724 

19.342 

80.662 

TOTALS 

56923 

100.002 

1174977 

100.002 

SOURCE:  STATE 

ALCOHOLISM 

AND  DRUG  ABUSE  PROFILE 

, APRIL 
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CHAPTER  II  - DATA 
SUBSECTION  B:  ALCOHOL  AND  DRUG  TREND  .ANALYSES 


P.A.  83-969,  111.  Rev.  Stat.,  Ch.  Ill  1/2,  par.  6301 
et.  seq. 

Paragraph  6,  Subparagraph  (x):  To  promote,  conduct, 
assist  and  sponsor  basic,  clinical,  epidemiological 
and  statistical  research  in  alcoholism  and  substance 
abuse. 
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CHAPTER  II  - DATA 


SUBSECTION  B:  ALCOHOL  AND  DRUG  USE  TREND  ANALYSES 

INTRODUCTION 

Trend  analysis  is  a significant  part  of  the  duties  of  the  Department,  lead- 
ing to  the  allocation  of  funds,  shifts  in  modality  capacities,  and  the  de- 
velopment of  new  or  modified  treatment  systems.  In  the  field  of  alcohol- 
ism, the  standard  computerized  Extramural  Reporting  System  (ERS)  admission 
form  is  basic  for  analyzing  the  demographics  of  those  entering  treatment 
and  the  types  of  treatment  patterns  in  terms  of  numbers  and  demographics. 
Other  input  external  to  the  treatment  data  consists  of  an  analysis  of 
trends  in  alcohol  consumption,  trends  in  such  problem  indicators  as  cir- 
rhosis death  rates,  and  drunk  driving  arrests  and  deaths. 

Both  alcohol  and  drug  trends  are  analyzed  on  a quarterly  and  yearly  basis 
with  drug  programs  using  the  Client  Oriented  Data  Acquisition  Process 
(CODAP)  system  which  monitors  admissions  in  terms  of  the  same  general  demo- 
graphics as  are  obtained  from  the  ERS  system,  but  with  the  addition  of  the 
specific  drugs  used.  The  drug  field  (due  to  the  sometimes  rapid  changes 
in  drugs  being  abused  and/or  substituted)  also  makes  use  of  epidemiologic 
research  based  upon  street  contacts  and  street  information  in  addition  to 
the  usual  monitoring  of  external  data  such  as  drug  overdoses  and  deaths, 
arrests,  and  drug  seizures.  In  addition,  twice  a year,  the  Department 
sends  a representative  to  the  NIDA  sponsored  Community  Epidemiology  Group. 
This  group  consists  of  representatives  from  eighteen  SMSAs  throughout  the 
United  States.  This  gives  the  Department  additional  information  in  light 
of  the  historical  fact  that  trends  starting  on  the  East  or  West  Coasts 
frequently,  with  a significant  time  lapse,  find  their  way  to  the  Midwest. 

Based  upon  these  various  sources  of  information,  the  trends  for  abuse  of 
alcohol  and  drugs  are  outlined  below. 


ALCOHOL  USE  TREND  ANALYSIS 

Trends  in  Treatment  As  discussed  in  greater  detail  in  Subsection  A above, 
statewide,  the  number  of  persons  served  in  DASA-funded  alcoholism  treat- 
ment programs  has  increased  an  estimated  22  percent  since  FY82,  with  Out- 
patient Services  showing  the  largest  increase  of  30  percent.  Clients 
served  in  Outpatient  Services  averaged  over  56  percent  of  the  total  served 
statewide  for  the  last  three  years.  Clients  served  in  Social  Setting  Detox- 
ification programs  averaged  about  31  percent  of  the  total  from  FY82  to 
1984,  with  a total  increase  over  the  period  of  4 percent.  Alcoholism  Half- 
way House  and  Residential  Rehabilitation  services  also  show  increases  of  9 
percent  and  1 percent,  respectively,  over  the  period. 

Trends  in  Sex,  Race,  and  Age  There  has  been  a slight  increase  in  the 
percentage  of  women  served  statewide  in  all  alcoholism  treatment  modali- 
ties, with  the  largest  increases  found  in  Halfway  House  and  Residential 
Rehabilitation  services  in  Regions  II  and  III.  The  racial  composition  of 
clients  has  remained  fairly  steady  over  the  last  three  years  statewide  for 
all  modalities,  but  there  are  some  variations  for  specific  modalities  in 
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some  regions.  The  client  population  served  in  alcoholism  treatment  modali- 
ties is  getting  younger.  The  total  percentage  of  clients  under  25  has 
increased  to  about  24  percent  of  the  total  since  1982,  with  the  largest 
increase  primarily  in  Outpatient  Services,  Although  data  on  the  average 
age  of  clients  was  not  available  for  this  report,  the  information  above  is 
consistent  with  observations  of  staff  in  the  programs. 

Trends  in  Alcohol  Consumption  Sales  of  alcoholic  beverages  are  often  used 
as  an  indirect  measure  of  alcohol  consumption.  Most  of  the  data  currently 
available  are  based  on  sales  and  excise  tax  data.  Exhibit  II-B-1  shows 
the  "apparent"  U.  S.  consumption  per  capita  of  beer,  wine  and  distilled 
spirits  for  the  period  1950-1981.  The  term  "apparent  consumption"  is  used 
because  the  data  are  a measure  of  the  liquor  distributed , not  necessarily 
sold  or  consumed.  The  per  capita  amounts  do  not  reflect  the  consumption 
of  home  brewed  alcoholic  beverages  or  the  amount  of  alcoholic  beverages 
consumed  in  one  state  but  purchased  in  another  state. 

U.  S.  alcohol  per  capita  sales  have  increased  about  35  percent  since  the 
early  1960's,  but  only  about  7 percent  since  1971.  Fifty-one  percent  of 
the  absolute  alcohol  consumed  in  1981  was  beer.  Total  consumption  of  beer 
has  also  shown  an  increase  of  22  percent  since  1971.  The  consumption  of 
wine  in  1981  had  increased  by  13  percent  from  1971  to  reach  13  percent  of 
the  consumption  total.  The  per  capita  consumption  of  alcohol  and  spirits 
has  declined  nationwide  by  about  10  percent  since  1971.  In  1981  the  U.  S. 
per  capita  consumption  was  estimated  to  be  2.77  gallons  of  absolute  alco- 
hol for  the  age  group  15  and  older. 

Illinois  data  in  Exhibit  II-B-2  show  similar  trends.  Apparent  per  capita 
consumption  of  absolute  alcohol  has  risen  about  6 percent  from  1970  to 
1982  and  appears  to  be  leveling  off.  Beer  accounts  for  about  48  percent 
of  the  total  and  has  increased  over  20  percent  since  1970,  The  consump- 
tion of  wine  in  Illinois  has  increased  by  44  percent  per  capita  since  1970. 
The  consumption  of  spirits  in  Illinois,  like  the  U.  S.  as  a whole,  has 
also  shown  a decline.  In  1982  the  per  capita  consumption  of  alcohol  and 
spirits  had  declined  about  13  percent  from  the  amount  in  1970.  There  has 
also  been  some  trend  to  increased  sales  of  "lite"  beers  and  mixed  wine 
beverages. 

However,  in  1982  the  total  Illinois  consumption  of  2.96  gallons  per  capita 
represents  1 ounce  of  absolute  alcohol  consumed  per  day  by  everyone  age  15 
and  older.  On  the  basis  of  national  surveys  about  35  percent  of  the  popu- 
lation say  that  they  abstain  from  alcohol,  therefore,  those  who  do  drink 
consume  a daily  average  of  about  1,5  ounces  of  alcohol  (2-3  drinks).  But 
looking  at  averages  is  misleading  because  a small  proportion  of  adults  con- 
sume far  above  this  average  amount  and  an  unknown  number  of  youth  under 
age  15  are  also  consumers.  It  was  reported  in  the  Fifth  Special  Report  to 
the  US  Congress  on  Alcohol  and  Health  that,  based  on  NIAAA  sponsored 
national  surveys  of  self-reported  consumption  among  adults,  an  estimated 
50%  of  alcohol  consumption  can  be  attributed  to  10%  of  the  drinking  popu- 
1 ation. 

Trends  in  Alcohol  Problem  Indicators  The  problems  associated  with  excess 
alcohol  consumption  are  manifest  in  a variety  of  indicators.  One  of  the 
most  common  and  widely  accepted  alcohol  indicators  is  the  rate  of  death 
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Exhibit  II-B-1 


Apparent  U.S.  Consumption  of  Alcoholic  Beverages  in 
Gallons  of  Ethanol  Per  Capita  1950  - 1981 


Source:  Fifth  Special  Report  to  Congress  - NIAAA,  1983 

Exhibit  II-B-2 


Apparent  Illinois  Consumption  of  Alcohol 
Per  Capita  Age  15+  1970  - 1982 


Source:  The  Prevalence  and  Societal  Costs  of  Illinois  Alcohol  Abuse,  1983 
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due  to  cirrhosis  of  the  liver.  Exhibit  II-B-3  compares  the  national  cir- 
rhosis death  rates  from  1950-1982  including  the  Chicago  and  non-Chicago 
rates. 

The  rates  for  Illinois  parallel  the  national  trends  quite  closely  but  at  a 
slightly  higher  level.  The  downstate  rates  also  parallel  the  national 
trends,  but  at  a lower  level.  The  Chicago  rates  are  about  2-3  times  high- 
er than  the  rest  of  the  State,  but  they  show  a percentage  decline  over  two 
times  that  of  downstate  for  the  period  1977-1982.  It  should  be  noted  that 
the  overall  decline  in  cirrhosis  deaths  comes  at  a time  when  there  is  also 
a nationwide  decline  in  age-adjusted  death  rates  for  all  causes.  But  the 
proportionate  decline  for  cirrhosis  rates  is  greater  than  for  any  of  the 
other  major  causes  of  death. 


Exhibit  II-B-3 

Cirrhosis  Death  Rates  for  U.S.,  Illinois,  Chicago  and  Downstate 

for  1950-1982 


Source:  The  Prevalence  and  Societal  Costs  of  Illinois  Alcohol  Abuse 

The  average  number  of  other  deaths  related  to  alcohol  use  has  also  declin- 
ed statewide  by  16  percent  since  1974,  reflected  largely  in  part  by  the  de- 
cline in  motor  vehicle  fatalities  of  which  50  percent  are  estimated  to  be 
alcohol  related. 

The  last  several  years  in  Illinois  have  been  marked  by  a heightened  public 
interest  and  law  enforcement  activity  related  to  Driving  Under  the  Influ- 
ence (DUI).  (See  the  discussion  in  Chapter  III-B.)  Statewide,  DUI  arrests 
in  1983  increased  by  20  percent  over  1982  and  92  percent  over  the  total  in 
1981.  Care  must  be  taken  when  interpreting  these  data,  because  the  number 
of  arrests  is  only  a measure  of  law  enforcement  activity,  not  necessarily 
the  prevalence  of  alcohol  abuse  by  drivers.  Again  the  untested  drug  abuse 
aspects  of  DUI  are  an  unknown  prevalence  issue. 
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DRUG  USE  TREND  ANALYSIS 


Drug  trends  throughout  Illinois  during  1984  have  reflected  a complex  inter- 
action of  factors  influencing  trend  analysis.  On  the  surface,  traditional 
drug  abuse  indicators  suggest  a stable  period  with  no  dramatic  variations 
from  previously  reported  patterns.  Closer  examination,  however,  reveals  nu- 
merous confounding  influences  which  complicate  analysis  of  trends  and  qual- 
ify the  apparent  course  of  future  projections. 

Most  notable  in  this  regard,  in  recent  years,  has  been  the  introduction  of 
drug  availability  as  a significant  factor  impacting  upon  patterns  of  use. 

Drug  Avail abil ity  In  the  ten  or  more  years  preceding  this  reporting 
period,  drug  availability  tended  to  be  a significant  factor  modifying  pat- 
terns of  use  in  either  established  cycles  or  for  extended  periods  of  time. 
Marijuana  droughts,  for  example,  are  commonly  experienced  in  annual  cycles 
over  the  months  preceding  the  replenishing  supplies  from  autumn  harvests. 
Other  drugs,  such  as  PCP  and  LSD,  have  been  known  to  virtually  disappear 
cithin  some  communities  for  years  as  a result  of  reduction  in  supply 
and/or  demand.  The  relatively  minor  role  that  availability  has  assumed  as 
a variable  in  trend  analysis  until  now  may  be  partly  explained  by  the 
brief  duration  of  these  periods  of  scarcity  which  tend  to  produce  short 
term  abberations  in  prevalence  rates  and  are  likely  to  have  minimal  influ- 
ence on  perceivable  general  trends  of  use.  Thus,  summary  analysis  would 
fail  to  reflect  any  brief  variations  not  associated  with  longer  term  trend 
adjustments. 

In  those  instances  where  supply  scarcity  for  any  drug  is  experienced  over 
extended  periods,  the  absence  of  drug  use  and  problems  associated  with 
that  particular  drug  of  abuse  tend  to  overshadow  the  importance  of  availa- 
bility as  a factor  influencing  drug  prevalence.  It  is  thought  that  a 
trend  has  set  in  and  it  is  not  realized  that  the  problems  are  not  there 
because  the  drug  is  not  there.  Recently  reported,  atypical  variations  in 
drug  availability  and  recent  intensified  attempts  at  supply  control  by 
legal  authorities  suggest  that  this  variable  of  availability  may  be  as- 
suming a more  prominent  role  in  influencing  drug  trends  and  that  continued 
short  term  monitoring  is  necessary. 

In  the  sixties  and  early  seventies,  the  types  of  drugs  abused  were  fueled 
by  a combination  of  cultural  factors,  availability,  and  personal  desires 
or  preferences.  During  that  period,  individual  preferences  tended  to  be 
unique  and  particular.  There  was  the  alcoholic  who  would  look  down  upon 
the  heroin  abuser  and  would  not  think  of  using  other  drugs.  There  was  the 
heroin  abuser  who  would  look  down  upon  the  alcoholic  or  the  users  of  other 
types  of  drugs  and  also  would  not  think  of  using  other  drugs  except  inso- 
far as  they  were  opiod  substitutes.  The  alcoholic  might  prefer  scotch, 
but  in  the  absence  of  scotch  he  would  use  gin,  or  beer,  or  wine.  He  would 
not  shift  to  sedatives.  The  heroin  abuser  would  prefer  heroin,  but  in  its 
absence  might  temporarily  enter  Methadone  Maintenance  treatment,  look  for 
substitutes  such  as  T's  and  Blues,  or  attempt  to  obtain  a supply  of  il- 
legal methadone.  The  marijuana  abuser  faced  with  a temporary  drought 
would  merely  lower  his  use  and,  at  the  most,  substitute  an  increase  of 
alcohol.  In  economic  terms,  the  demand  fueled  the  supply  and  preferences 
were  a primary  factor  in  trend  analysis. 


In  recent  years,  the  multidrug  abuser  has  become  more  prevalent  and  this 
has  deeply  affected  trend  analysis.  Many  drug  abusers  today  have  devel- 
oped a large  range  of  drug  preferences.  In  the  earlier  period,  a person 
might  start  with  a specific  drug  and  later  discover  another  drug  that  he 
preferred.  He  then  dropped  the  previous  drug  and  concentrated  on  the  new 
drug.  The  current  multidrug  abuser  discovers  a new  drug  and  then  simply 
adds  it  to  his  repetoire.  Consequently,  using  the  example  above,  the 
marijuana  abuser  today  faced  with  cyclical  droughts  will  not  stop  abusing 
drugs  but  he  will  shift  to  some  other  available  drug.  Again  in  economic 
terms,  the  supply  fuels  the  demand. 

As  traditionally  dictated,  the  analysis  of  drug  trends  is  organized  in 
this  report  by  pharmacologic  category  in  order  to  simplify  analysis  and 
facilitate  the  orderly  presentation  of  data.  It  is  important  to  recognize 
that  individual  drug  trends  rarely  vary  independently  of  other  drugs  and 
that  multiple  drug  use  is  the  normative  pattern  within  the  broad  range  in 
types  of  drug  abusers. 

Narcotics  The  long  established  association  of  narcotic  abuse  with  phy- 
sical  dependence,  overdose  deaths,  and  criminal  activities  related  to 
addict  lifestyles,  has  continued  to  place  narcotic  trends  in  the  spotlight 
of  professional  and  public  attention.  Of  particular  concern  over  the  past 
few  years  has  been  the  fear  that  Chicago  might  follow  other  major  metro- 
politan areas  in  a resurgence  of  heroin  purity  and  popularity. 

Following  a precipitous  drop  in  treatment  admissions  beginning  in  the  mid 
1970' s,  primary  narcotic  dependence  problems  have  accounted  for  approx- 
imately one  half  of  all  public  treatment  admissions  since  1 979.  The  rela- 
tive stability  of  client  race  and  sex  composition  in  conjunction  with  a 
gradual  increase  in  the  age  of  those  admitted  over  the  past  five  years 
strongly  suggests  the  existence  of  a common  pool  of  older  addicts  using 
the  treatment  system.  To  date,  there  is  no  indication  that  substantial 
numbers  of  newer  and  younger  addicts  are  requiring  treatment  for  narcotics 
dependence  in  Illinois. 

The  numerous  factors  influencing  heroin  trends,  including  purity,  adult- 
erants, substitutes,  and  drug  preferences,  continue  to  complicate  attempts 
to  discern  probable  outcomes  from  present  fluctuations.  The  low  purity 
"Mexican  brown"  heroin  which  has  dominated  the  Chicago  market  since  1977 
continues  to  nearly  monopolize  the  scene.  Despite  continued  sporadic  re- 
ports of  better  quality  heroin  being  available  within  isolated  networks, 
no  threat  to  the  dominance  of  low  grade  heroin  is  apparent  in  Chicago. 
Recent  speculation  has  pointed  to  the  possibility  that  street  reports  of 
better  quality  heroin  may  be  attributed  to  changes  in  the  adulterants  used 
to  "cut"  heroin  rather  than  to  actual  increases  in  drug  purity. 

Other  opiate  drugs  and  drug  combinations  which  gain  popularity  as  heroin 
substitutes  during  periods  characterized  by  a dearth  of  good  quality 
heroin  have  also  presented  uncertain  profiles  which  limit  trend  projec- 
tions. In  the  case  of  Talwin  and  Pyribenzamine  or  "T's  and  Blues",  the 
dramatic  drop  in  prevalance  indicators  culminating  with  the  introduction 
of  Talwin  NX,  containing  a narcotic  antagonist,  brought  the  abuse  of  the 
injected  combination  to  a near  halt  by  late  1983.  Since  then,  indicators 
suggest  a moderate  increase  in  the  abuse  of  this  drug  combination.  To 


86-II-B-Page  6 


this  point  in  time,  the  change  in  patterns  of  "T's  and  Blues  abuse  from  a 
preferred  combination  to  one  that  is  only  used  occasionally  implies  the 
continuation  of  a moderate  trend  rather  than  a return  to  previous  high 
levels  of  abuse. 

Another  popular  narcotic  based  combination  showing  moderating  trends  in 
the  last  half  of  1984  has  been  "syrup  and  beans",  the  street  name  used  to 
refer  to  the  use  of  opiate  based  cough  syrups  in  conjunction  with  pharma- 
ceutical depressant  pills.  Although  substantial  demand  for  syrup  and 
beans  has  been  reported  since  at  least  1983,  coordinated  regulatory  and 
enforcement  responses  in  Illinois  seem  to  have  substantially  reduced  drug 
availability  through  large  scale,  illegal  pharmacy  distributors.  Limited 
diversion  of  these  drugs  will  likely  continue  over  the  foreseeable  future, 
but  the  effectiveness  of  recently  implemented  controls  on  major  organized 
diverting  organizations  should  limit  the  quantities  available  from  the 
previous  abundant  levels. 

Dilaudid  has  maintained  its  reputation  as  a highly  favored,  expensive 
(around  $35  a pill  street  cost)  heroin  substitute  of  limited  supply 
throughout  1 984. 

At  least  two  seperate  waves  of  a synthetic  heroin  have  been  reported  as 
being  available  on  Chicago's  Northside.  The  drug,  suspected  as  being 
Dolophine,  is  reported  to  be  coming  from  an  illicit  laboratory  and  has 
caused  considerable  damage  to  the  veins  and  tissue  surrounding  injection 
sites  of  addicts  who  have  used  the  drug. 

Marijuana  Throughout  1984,  marijuana  supplies  in  Chicago  have  exhibited 
unusual  patterns  of  fluctuating  availability.  Although  it  appeared  that 
the  first  six  months  of  the  year  were  showing  signs  of  substantially  re- 
plenished supplies  of  the  high  demand  "Columbian"  grade  marijuana  (street 
cost  $45-$80  an  ounce)  continued  analysis  suggests  that  this  observation 
was  in  error.  Over  a broad  cross  section  of  types  of  drug  using  groups, 
the  frequently  speculated  on  imminent  arrival  or  existence  of  a flood  in 
avail abil il ty  never  proved  to  be  a reality.  Most  users  now  agree  that  it 
has  been  at  least  a year  and  a half  since  a good  grade  of  marijuana  was 
available  in  abundance  for  any  extended  period  of  time  at  a price  in  the 
range  of  $600  per  pound. 

Filling  the  gap  of  the  scarce  good  grade,  reasonably  priced  marijuana  most 
often  preferred  by  less  affluent  users,  have  been  a variety  of  alterna- 
tives at  the  lower  and  upper  extremes  of  the  quality  spectrum.  The  lowest 
grades  of  marijuana  variously  referred  to  as  "ditch  weed",  "Mexican", 
"generic",  or  occasionally  "homegrown",  are  rarely  in  demand  but  are  ac- 
cepted, especially  among  adolescents,  when  nothing  else  is  available  or 
when  insufficient  resources  prevent  the  purchase  of  the  more  expensive 
alternatives.  Interestingly,  though  the  low  grades  of  marijuana  are  near- 
ly always  recognized  as  being  of  inferior  quality,  the  street  price  of  a 
weighed  ounce  or  measured  "lid"  most  often  is  only  $5  or  $10  less  than  the 
substantially  better  "Columbian"  grades. 

At  the  upper  end  of  the  quality  spectrum,  the  potent  strains  of  manicured 
marijuana  have  also  fluctuated  in  availability,  but  much  less  so  than  the 
good  quality,  less  expensive  varieties.  At  a street  price  averaging  be- 
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tween  $125  and  $250  per  lid  (approximately  one  ounce)  the  exotic  grades  of 
marijuana  are  often  sold  in  fractional  quantities  of  1/2,  1/4  or  1/8  lid 
at  the  user  level.  It  is  speculated  that  the  fluctuating  supplies  of 
these  more  potent  strains  may,  in  part,  be  attributed  to  the  smaller  quan- 
tities of  crop  that  domestic  growers  generate  as  a result  of  the  labor 
intensive  requirements  of  exotic  cultivation  and  the  need  to  hide  plants 
from  the  increasingly  intensive  detection  efforts  of  authorities. 

Since  1981,  treatment  admissions  for  primary  marijuana  abuse  have  hovered 
about  the  20%  rate  of  all  admissions  to  publicly  funded  programs  for  drug 
treatment.  As  has  been  the  case  historically,  admissions  to  treatment  for 
marijuana  related  problems  remain  predominantly  represented  by  younger 
(67%  under  age  20),  White  (79%)  users. 

Depressants  Illicitly  abused  depressants  offer  an  interesting  contrast  to 
the  other  categories  of  frequently  abused  substances  in  the  patterns  most 
often  associated  with  their  misuse.  Though  depressant  drugs  including  tran 
quilizers,  sedatives,  and  hypnotics  have  accounted  for  about  5%  of  primary 
treatment  admissions  through  this  decade,  these  drugs  are  more  commonly  con 
sumed  on  an  occasional  rather  than  chronic  basis  as  one  component  in  a vari 
ety  of  multiple  drug  using  patterns.  As  a consequence,  physical  depend- 
ence on  depressants  as  well  as  the  life  threatening  problems  associated 
with  withdrawal  are  not  as  often  seen  today  as  was  the  case  ten  years  ago 
when  a higher  proportion  of  illicit  users  became  addicted  by  habitual  pat- 
terns of  abuse.  However,  the  dangers  resulting  from  overdose  and  injury 
from  accidents  while  intoxicated  on  depressants,  especially  when  used  in 
combination  with  alcohol,  are  a problem  for  occasional  users. 

As  previously  reported,  depressant-in-combination  users  tend  to  follow 
three  major  abuse  patterns  in  the  Chicago  area.  The  first  includes  depres- 
sants in  combination  with  narcotics  to  potentiate  the  effect  of  the  high. 
Such  is  the  case  with  heroin  addicts  who  also  take  Valium  and,  more  recent 
ly,  with  cough  syrup  users  who  drink  their  syrup  along  with  Doriden  or 
Valium.  The  second  type  of  depressant  abuser  uses  these  drugs  to  coun- 
teract the  effects  of  chronic  stimulant  abuse.  "Speed  freaks"  often  take 
barbiturates  to  induce  sleep  after  extended  periods  of  stimulant  abuse  and 
chronic  cocaine  users  often  use  depressants  to  minimize  the  undesirable  ef- 
fect of  high  dose  cocaine  abuse.  The  final  variety  of  depressant-in- 
combination user  mixes  alcohol,  which  also  is  a central  nervous  system 
depressant,  together  with  sedative  hypnotics  or  tranquilizers.  While 
potentiating  the  effects  of  the  drugs  taken,  alcohol  use  greatly  increases 
the  risk  of  accidental  overdose  and  death. 

Although  Quaaludes  and  other  methaqualone  based  products  have  not  been 
available  from  any  legitimate  sources  of  supply  for  almost  a year,  no  alter 
native  has  yet  gained  favor  as  a substitute  among  those  populations  which 
previously  considered  methaqualone  a drug  of  choice.  Placidyl,  Doriden 
and  various  barbiturates  all  are  in  considerable  demand  on  the  street  at 
$3  to  $7  apiece,  but  no  regular  sources  of  supply  are  apparent  to  date. 
Manarax,  the  foreign  pharmaceutical  preparation  containing  methaqualone, 
has  recently  appeared  on  the  streets  in  sufficient  abundance  to  drive  the 
price  down  25%  or  more  from  the  $10  going  rate  the  drug  commanded  only  a 
month  before,  but  the  duration  of  these  supplies  is  uncertain. 

Until  the  recent  influx  of  fiandrax.  Valium  use  seemed  to  be  gaining 
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notable  favor  as  a depressant  among  previous  Quaalude  users.  Apparently, 
the  low  cost,  $1  per  10  mg  pill,  and  the  public's  incorrect  belief  that 
this  tranquilizer  has  relatively  predictable  as  well  as  controllable 
effects  were  seen  as  desirable  in  comparison  to  many  of  the  other  more 
potent  depressants  available. 

Halcyon,  a hypnotic  drug  similiar  to  Valium  in  chemical  structure,  gained 
some  favor  among  one  large  network  of  primary  cocaine  users  as  a substi- 
tute for  Quaaludes  to  induce  sleep  after  extended  periods  of  cocaine  con- 
sumption. The  enthusiasm  for  Halcyon's  rapid  onset  of  action  and  ability 
to  induce  sleep  was  considerably  reduced,  however,  after  independent  re- 
ports began  to  accumulate  about  episodes  of  bizarre  behavior  after  taking 
the  drug  and  going  to  sleep.  Of  particular  interest  is  the  fact  that  in 
each  instance  which  was  verified  by  a witness,  the  individual  who  had 
taken  the  drug  had  absolutely  no  recollection  of  getting  up  from  bed  or 
acting  out  any  of  the  observed  behaviors.  In  each  of  three  independent 
episodes  by  different  individuals  claiming  no  previous  histories,  total 
amnesia  was  claimed  for  the  entire  period,  despite  the  individual's  belief 
in  the  accounts  of  witness  and  the  existence  of  no  apparent  reason  to  deny 
the  validity  of  these  reports. 

St imul ants  The  abuse  of  stimulant  drugs,  excluding  cocaine,  has  been  a 
relatively  stable  phenomena  in  the  Chicago  area  over  the  recent  past,  ac- 
counting for  about  6%  of  primary  drug  treatment  admissions  since  the  begin- 
ning of  the  decade.  Clients  entering  treatment  for  problems  relating  to 
stimulant  abuse  are  most  often  White  (89%)  and  less  than  twenty  years  of 
age  (60%).  For  the  most  part,  these  treatment  admissions  emanate  from  two 
distinct  and  very  different  types  of  drug  using  groups. 

The  first  and  largest  group  of  stimulant  abusers  are  the  primarily  White, 
high  school  aged  youth  who  include  "look-alike"  speed  within  their  multi- 
ple drug  ingestion  patterns.  Among  such  groups,  look-alike  speed  is  a 
readily  available,  popular  stimulant  consumed  by  many  on  a daily  basis. 
Ranking  third  in  frequency  of  consumption,  the  use  of  speed  within  youth- 
ful , White,  drug  using  networks  is  most  often  exceeded  only  by  alcohol  and 
marijuana. 

The  second  and  much  smaller  type  of  stimulant  abusing  group  in  Chicago  is 
composed  of  intravenous  "speed  freaks."  Concentrated  predominantly  on  Chi- 
cago's Northside,  these  individuals  heavily  favor  the  pharmaceutical  stimu- 
lant, Preludin,  which  commands  a street  price  of  between  $12-$15  per  pill. 
This  group  of  older  and  more  intensive  drug  users  tends  to  develop  more 
serious  problems  in  relation  to  their  drug  use  due  to  the  more  potent  stimu- 
lant drug  they  abuse  and  the  preferred  route  of  administration. 

Cocaine  This  is  the  only  drug  to  have  shown  consistently  increasing  pat- 
terns of  abuse  within  Illinois  over  the  past  seven  years.  With  cocaine  ac- 
counting for  12%  of  primary  treatment  admissions  in  1984,  Illinois  has 
witnessed  a five  fold  increase  in  cocaine  related  admissions  to  public  pro- 
grams since  1978.  Even  more  distressing  is  the  fact  that  these  figures 
may  represent  only  the  "tip  of  the  iceberg."  Numerous  private  programs, 
which  do  not  participate  in  the  CODAP  reporting  system,  have  continued  to 
be  licensed  throughout  the  Chicago  area.  Specializing  in  treatment  for 
cocaine  dependence,  these  programs  have  attracted  an  unknown  but 
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presumably  large  number  of  clients  who  are  not  included  in  the  State's 
formal  data  gathering  system.  Some  hospital  chemical  dependency  programs 
report  a large  increase  in  cocaine  problems. 

As  previously  reported,  the  first  half  of  1984  included  a dramatic  drop  in 
wholesale  cocaine  prices.  Within  a six  month  period  $65,000  kilo  prices 
fell  to  less  than  $30,000.  While  ounce  quantities  also  dropped  almost  in 
half,  the  typical  consumer  level  purchase  quantity  of  one  gram  remained 
stable  in  street  price  at  about  $100.  Widespread  reports  of  increasing 
purity,  however,  strongly  suggested  that  dealers  had  passed  along  some  por 
tion  of  their  price  savings  by  reducing  or  eliminating  the  "cuts"  used  to 
dilute  the  drug  rather  than  by  lowering  the  price  of  consumer' 1 evel  pur- 
chases. 

Since  the  last  drug  update  in  June,  this  trend  has  reversed  itself  some- 
what with  kilo  prices  rising  up  to  around  $45,000.  Beginning  in  July,  the 
seemingly  endless  supplies  of  cocaine  were  reported  to  be  drying  up.  High 
level  dealers  were  said  to  be  able  to  acquire  only  a fraction  of  the  quan- 
tities they  wished  to  purchase  and  the  "fronting"  of  cocaine  for  later  re- 
payment was  discontinued  as  suppliers  required  money  upon  delivery.  Since 
then  the  quantities  of  cocaine  available  have  reportedly  increased,  but 
prices  have  remained  stable  since  late  summer  of  1984  and  these  variations 
have  had  relatively  little  impact  at  the  user  level  aside  from  fluctua- 
tions in  purity.  In  contrast  to  the  experience  with  every  other  drug  epi- 
demic, the  very  fact  that  the  current  cocaine  epidemic  gained  it's  momen- 
tum at  a time  when  wholesale  prices  were  highest  and  street  level  puri- 
ties were  at  their  lowest  suggests  that  nothing  short  of  a drastic  change 
in  the  supply  picture  is  likely  to  significantly  impact  cocaine's  skyrocke 
ting  prevalence  of  use. 

See  the  extended  discussion  of  the  Department's  planning  for  this  growing 
problem  in  Chapter  III-C  at  the  end  of  the  Treatment  and  Rehabilitation 
Overview. 

Hallucinogens  Patterns  and  trends  of  hallucinogen  use  have  not  changed 
dramaticaly  in  the  Chicago  area  over  the  past  few  years.  LSD  and,  to  a 
lesser  degree,  mushrooms  remain  a popular  weekend,  "party"  drug  among 
mostly  White,  adolescent  drug  using  groups.  Although  fluctuations  in  LSD 
availability  have  been  noted,  to  date  they  seem  to  have  had  a minimal  im- 
pact on  the  generally  stable  trends  of  use.  A one  percent  drop  in  treat- 
ment admissions  for  problems  related  to  the  use  of  hallucinogens  (from 
4.155  in  1983  to  2.855  in  1984)  is  of  uncertain  origin.  Analysis  of  the 
next  few  quarters  data  should  indicate  whether  this  reflects  a real  change 
in  trends  or  merely  represents  a more  limited  aberration. 

PCP  Official  indicator  data  sources  continue  to  run  counter  to  street 
reports  in  their  failure  to  show  evidence  of  increasing  trends  of  PCP 
abuse.  Following  two  years  of  contradictory  evidence,  it  would  appear 
that  factors  other  than  time  lag  are  contributing  to  the  insensitivity  of 
traditional  indicators  in  recording  the  reported  PCP  epidemic  within 
Chicago's  predominantly  Black  urban  neighborhoods. 

The  current  spread  in  PCP  abuse  appears  to  be  largely  concentrated  within 
high  school  and  young  adult  drug  using  groups  on  Chicago's  South  and  West 
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sides.  According  to  some  knowledgable  sources,  joints  called  "Happy 
Sticks"  or  "Joy  Sticks",  impregnated  with  PCP  and/or  embalming  fluid  have 
all  but  replaced  marijuana  joints  with  marijuana  alone  in  availability  at 
some  area  high  schools. 

PCP  use  among  White  drug  using  groups  seems  to  have  remained  a more  iso- 
lated phenomena  and  is  characterized  by  different  patterns  of  abuse. 

Whites  continue  to  purchase  the  drug  in  powder  form  rather  than  the  liquid 
which  is  used  for  dipping  joints.  "Tic"  or  powdered  PCP  is  most  frequent- 
ly snorted  by  teenage  users  though  increasing  numbers  of  users  in  their 
20' s have  been  reported  to  be  injecting  the  drug. 


SUMMARY  OF  DRUG  ABUSE  PATTERNS  AND  TRENDS  IN  ILLINOIS 

The  demographic  characteristics  and  treatment  data  outlined  in  Subsection 
A above  in  conjunction  with  the  trends  just  outlined  assist  Department 
treatment  and  prevention  policy  makers  in  allocating  limited  resources  and 
planning  for  appropriate  services  in  a proactive  rather  than  a reactive 
manner.  Armed  with  a dynamic  capacity  to  recognize  potential  health  or 
social  hazards  or  criminal  activity,  many  problems  can  be  analyzed  for 
future  planning. 

The  following  summary  outline  of  patterns  and  trends  in  Illinois  is  con- 
sidered to  have  important  implications  in  planning  for  alcohol  and  drug 
abuse  treatment  and  prevention  services  in  the  next  few  years: 

. Increased  abuse  of  drug  combinations  and  a concurrent  increase  in  the 
use  of  alcohol  with  these  other  drugs. 

. Increased  use  of  cocaine  as  a drug  of  choice  among  experienced  drug 
users  and  growing  numbers  of  individuals  requiring  treatment  as  more 
"recreational"  users  become  dependent. 

. Increased  secondary  abuse  of,  or  addiction  to,  alcohol  in  conjunction 
with  cocaine  abuse. 

. Continued  use  of  stimulant  drugs  as  popular  intoxicants  among  youth 
as  long  as  inexpensive  look-alike  drugs  are  readily  available. 

. Increased  abuse  and  misuse  of  prescription  and  over-the-counter  drugs. 

. Possible  emergence  of  synthetic  opiates  marketed  as  heroin  substiutes 
offering  higher  purity  and  lower  price  in  competition  with  low  quali- 
ty "Mexican"  brown  heroin. 

. Increased  use  of  psychoactive  adulterants  as  "cuts"  to  dilute  heroin 
while  at  the  same  time  producing  various  interaction  or  potentiating 
effects  to  create  the  impression  of  better  quality  heroin. 

. Possible  spread  of  smoking  PCP  in  "happy  sticks"  or  "joy  sticks"  to 
urban  areas  outside  the  primarily  Black  community  where  it  is  now 
epidemic. 
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CHAPTER  III 
OVERVIEW  OF 

THE  INTEGRATED  COMMUNITY  SERVICE  SYSTEM 


P.A.  83-969,  111.  Rev.  Stat.,  Ch.  Ill  1/2,  par.  6301 
et.  seq. 

Paragraph  6,  Subparagraph  (a)  To  establish  compre- 
hensive and  coordinated  programs  and  activities  for 
the  provision  of  early  intervention,  treatment,  reha- 
bilitation, prevention,  and  education  services  direct- 
ed at  alleviating  alcoholism,  alcohol  abuse  and  mis- 
use, drug  addiction,  and  other  drug  abuse  and  misuse. 

Paragraph  13,  subparagraph  (e)  Provision  shall  be 
made  for  a continuum  of  coordinated  treatment  ser- 
vices, so  that  a person  who  leaves  a facility  or  a 
form  of  treatment  will  have  available  and  may  uti- 
lize other  appropriate  treatment. 
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COMPREHENSIVE  SERVICE  SYSTEM 


Services  to  Non-Identif led  Clients  and  Community 


School  Curricula 
Education  for  Careglvera 
Education  for  Gatekeepers 


DUI  AseesBBent/Evaluatlon 
Child  Abuse  and  Domestic 
Violence  Protection 
Drug  Abuse  Early  Intervention 


Licensed  Alcoholism  Treatment 
Programs 

Licensed  Drug  Abuse  Treatment 
Programs 


Non-Alcoholic  Bars 
Alcohol  A Drug  Free 
Recreation 


Services  to  Identified  Clients 
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CHAPTER  III 


OVERVIEW  OF  THE  INTEGRATED  COMMUNITY  SERVICES  SYSTEM 

INTRODUCTION 

The  classif ication/categorization  of  the  programs  and  services  in  this 
plan  should  be  viewed  as  developmental  and  not  assumed  to  be  concrete. 
Definitional  issues  range  from  historical  semantic  usage  by  the  two  fields 
which  will  be  addressed,  in  part,  by  the  exploration  of  joint  licensure 
programming  concerns,  and  some  real  differences  in  program  elements  which 
may  be  dictated  by  the  client's  clinical  needs. 

Successive  editions  of  this  plan  will  reflect  efforts  to  establish  a 
commonly  understood  taxonomy. 

A long-range  objective  of  the  Department  of  Alcoholism  and  Substance  Abuse 
is  to  achieve  a local  community  capability  to  provide  a continuum  of  alco- 
holism and  substance  abuse  services  to  individuals  and  families.  This 
Plan  encompasses  a wide  range  of  issues  and  concerns  relevant  to  the 
alcoholism  and  substance  abuse  fields  and  focuses  on  both  short-term 
objectives  and  the  longer  range  process  of  development  to  meet  the  goal 
areas. 

In  the  past,  and  as  a first  step  in  the  development  of  a continuum  of 
services  which  responds  to  the  needs  of  a community,  the  emphasis  has  been 
primarily  on  assisting  and  encouraging  the  development  of  treatment  ser- 
vices. However,  other  equally  important  components  in  a comprehensive 
service  system  include  public  information,  prevention,  early  intervention, 
and  aftercare.  Increased  programming  for  these  other  categories  is  part 
of  the  Department's  comprehensive  strategy  to  alleviate  the  social,  eco- 
nomic and  personal  losses  caused  by  alcoholism,  drug  addiction  and  sub- 
stance abuse. 

Other  important  considerations  which  must  be  addressed  as  a part  of  this 
continuum  are  services  within  these  components  that  meet  the  unique  needs 
of  special  populations  with  regard  to  age,  race,  sex  and  ethnicity.  It  is 
necessary  to  ensure  that  programs  are  developed  with  an  understanding  of  a 
community's  economic-pol itical -social  structure  and  the  needs  of  the  indi- 
vidual and  family.  All  components  either  directly,  or  through  a network 
access,  are  essential  to  a local  community's  continuum  of  care. 

It  is  in  a local  community  that  the  alcoholism  and  substance  abuse  pro- 
blems are  seen  in  their  true  proportions.  Thus,  efforts  for  the  develop- 
ment of  a coordinated  intra  and  inter-linked  care  system  are  directed 
toward  the  local  level.  The  service  components  are  being  developed  and 
refined  in  local  areas  of  the  state  in  relation  to  available  resources  and 
the  desire  and  readiness  of  local  communities  to  develop  the  capability  of 
supporting  and  delivering  these  services. 
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CHAPTER  III 


SUBSECTION  A:  PREVEITnON,  EDUCATION  AND 

PUBLIC  INFORMATION 


P.A.  83-969,  111.  Rev.  Stat.,  Ch.  Ill  1/2,  par.  6301  et. 
seq. 

Paragraph  6,  Subparagraph  (f):  To  develop,  encourage, 

and  foster  statewide,  regional,  and  local  plans  and  pro- 
grams for  the  prevention  of  alcoholism  and  drug  abuse 
and  treatment  of  alcoholics  and  addicts  in  cooperation 
with  public  and  private  agencies,  organizations,  and 
individuals  and  provide  technical  assistance  and  con- 
sultation services  for  these  purposes. 

Subparagraph  (n):  To  coordinate  efforts  and  enlist  the 
assistance  of  all  public  and  private  agencies,  organi- 
zations, and  individuals  interested  in  prevention  of 
alcoholism  and  drug  abuse. 

Subparagraph  (p):  To  cooperate  with  the  State  Super- 

intendent of  Education,  boards  of  education,  schools, 
police  departments,  courts,  and  other  public  and  private 
agencies,  organizations  and  individuals  in  establishing 
programs  for  the  prevention  of  alcohol  ilsm  and  drug 
abuse  and...  preparing  curriculum  materials  thereon  for 
use  at  all  levels  of  education. 

Subparagraph  (q):  To  prepare,  publish,  evaluate,  and 

disseminate  educational  material  dealing  with  the  nature 
and  effects  of  alcohol  and  dangerous  drugs. 

Subparagraph  (s):  To  develop  and  coordinate,  with  re- 

gional and  local  agencies,  education  and  training  pro- 
grams for  all  persons  engaged  in  treatment  and  detox- 
ification of  alcoholics  and  intoxicated  person,  and  in 
rehabilitation  of  addicts. 

Subparagraph  (z):  To  disseminate  information  relating 

to  available  services  for  addicts  and  abusers  of  dan- 
gerous drugs,  alcoholics  and  intoxicated  persons  includ- 
ing an  annual  list  of  all  public  and  private  treatment 
facil ities. 

P.A.  83-778,  111.  Rev.  Stat.,  Ch.  56  1/2,  par.  1413  et. 
seq.  creates  the  Juvenile  Drug  Abuse  Fund  to  be  used  for 
the  funding  of  programs  and  services  for  drug-abuse 
treatment  for  juveniles. 
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CHAPTER  III 


SUBSECTION  A:  PREVENTION,  EDUCATION  AND  PUBLIC  INFORMATION 

INTRODUCTION 

The  following  sections,  Prevention:  Current  and  Future  Directions,  Alcohol 
and  Substance  Abuse  Training  and  Education,  and  Public  Information,  detail 
the  Departments  FY85  activities  and  begin  to  establish  future  fiscal  year 
directions. 

The  Department  is  responsible  for  planning,  funding,  and  overseeing  a 
devel opmental ly  sound  Illinois  prevention  and  education  network.  This 
responsibility  includes  continuing  to  activate  the  growing  national  con- 
viction of  the  health  care  disciplines  that  change  can  be  achieved  in 
reducing  the  mortality,  morbidity,  and  economic  costs  associated  with 
alcohol  and  substance  abuse  disorders.  The  reduction  of  the  prevalence  of 
these  disorders  in  Illinois  can  be  achieved  by  systematically  making  avail 
able  clearly  defined,  effective  and  affordable  prevention  strategies  and 
programs. 

Education  and  training  are  seen  as  major  strategies  to  prepare  health  care 
professionals  and  numerous  social  change  agents  to  achieve  the  objectives 
of  avoiding  onset  of  these  disorders,  through  delaying  age  of  first  use 
and  experimentation,  or  at  a minimum  curtailing  duration  once  maladaptive 
behavior  patterns  of  use  have  begun. 

DASA  encourages  the  development  of  professional  standards  through  counse- 
lor credential ing  and  enhanced  identity  of  alcoholism  and  substance  abuse 
treatment  personnel  who  provide  care  for  individuals  living  out  the  health 
and  social -psychol ogical  consequences  of  these  disorders  during  progres- 
sively debilitating  stages. 

The  Departments'  leadership  in  the  alcohol  and  substance  abuse  prevention 
and  education  field  is  a keenly  recognized  responsibility. 


PREVENTION:  CURRENT  AND  FUTURE  DIRECTIONS 

Issue  Statement  and  Problem  Indicators:  The  Department  targets  youth  as 

the  population  for  which  prevention  programs  can  produce  the  greatest  bene 
fit.  The  behaviors  which  youth  learn  today  result  in  the  collective 
health  of  the  State  in  the  future.  Adolescence  is  a critical  period  of 
preparation  for  adulthood,  and  a time  to  learn  the  skills  necessary  to 
cope  in  the  adult  world  and  to  develop  a positive  approach  to  physical 
health  issues.  Often,  lifetime  attitudes  concerning  the  use  of  alcohol 
and  other  drugs  are  formulated  during  pre-adolescent  and  adolescent  years. 
Further,  on  the  continum  from  non-use  to  experimentation  and  dependency, 
the  earlier  the  age  at  which  prevention  activities  are  implemented,  the 
greater  the  possibility  that  dysfunctional  use,  dependency  and  collateral 
problems  can  be  avoided. 

Two  research  sources  are  used  to  support  the  need  for  focusing  prevention 
programming  to  an  earlier  age.  For  the  past  eight  years,  the  Institute  of 
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Social  Research,  University  of  Michigan  has,  through  a grant  from  NIDA,  con- 
ducted a nation-wide  survey  concerned  with  the  drug  use  patterns  and  relat- 
ed attitudes  of  graduating  high  school  seniors.  The  1983  survey  indicates 
that  although  overall  prevalence  (current  use,  here  defined  as  use  within 
the  last  30  days)  has  declined  for  many  drug  categories  over  the  last 
year,  levels  of  use  are  still  significantly  higher  in  many  cases  than  in 
the  first  year  of  the  study  (1976).  In  addition,  age  of  first  use  has 
steadily  decreased  over  the  life  of  the  survey.  Since  1976,  the  Univer- 
sity of  Michigan  has  reported  rates  of  prevalence  for  the  eleven  drug 
categories  listed  in  the  exhibit  below.  As  one  can  observe,  alcohol  con- 
tinues to  prove  the  greatest  threat  in  the  sample  population.  It  should, 
however,  be  noted  that  the  sample  excludes  drop-outs.  Their  inclusion 
would,  most  likely,  result  in  higher  severity  indices. 

Exhibit  III-A-1 

Trends  in  30-day  Prevalence  for 
Eleven  Types  of  Drugs 


Class 

1?76 

Class 

•f 

Clianfe 

Change 

NarIJuina 

28.5 

27.0 

-1.5 

-5.2 

Inhalants 

2.5 

2.7 

+0.2 

♦1.8 

Hallucinogens 

4.3 

3.8 

-0.5 

♦0.4 

Cocaine 

5.0 

4.9 

-0.1 

♦2.9 

Heroin 

0.2 

0.2 

- 

- 

Other  Opiates 

1.8 

1.8 

- 

-0.2 

Stimulants 

13.7 

12.4 

-1.3 

♦4.7 

Sedatives 

3.4 

3.0 

-0.4 

♦1.5 

Tranquilizers 

2.4 

2.5 

♦0.1 

-1.5 

Aloelwl 

M.7 

6».4 

-0.3 

♦1.1 

ClferettM 

so.o 

10.3 

♦0.3 

-e.s 

Source;  The  Institute  for  Social  Research,  University  of  Michigan 

As  indicated,  the  percentage  of  students  who  have  used  particular  sub- 
stances within  the  last  30  days  increased  in  three  of  eleven  categories 
between  1976  and  1983.  The  data  also  indicates,  however,  that  30-day  pre- 
valence has  increased  in  six  of  eleven  categories  over  the  past  year. 

Thus,  although  levels  of  use  in  many  categories  are  lower  now  than  in  the 
mid-seventies,  significant  increases  in  prevalence  have  been  reported  more 
recently.  A different  trend  may  be  seen  in  the  next  exhibit  which 
reflects  the  number  of  respondents  who  have  used  any  one  of  the  eleven 
drugs  at  any  point  in  their  lives.  Here  increases  can  be  seen  in  five  of 
eleven  drug  categories  between  1976  and  1983,  and  decreases  in  seven 
categories  over  the  past  year.  With  regard  to  both  30-day  and  lifetime 
prevalence,  the  most  notable  decrease  over  the  past  year  was  in  the  area 
of  marijuana  use,  while  the  most  significant  increases  since  1976  were  in 
regard  to  stimulant  and  cocaine  use.  < 
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Exhibit  III-A-2 


Trends  in  Lifetime  of  Eleven  Types  of  Drugs 


Class 

af 

Class 

of 

'82.'83 

Change 

•76-*83 

Change 

Marijuana 

58.7 

57.0 

-1  7 

-4.J 

Inhalants 

12.8 

13  6 

♦O.t 

■^3.3 

Hallucinogens 

12.5 

11.9 

-0.6 

-3.2 

Cocaine 

16.0 

16.2 

♦0.2 

♦6.5 

Heroin 

1.2 

1.2 

- 

-1.0 

Other  Opiates 

9.6 

9.4 

-0.2 

• 0.2 

Stimulants 

35.6 

35. i 

-0.2 

♦12.6 

Sedatives 

15.2 

14.4 

-0.6 

-3.3 

Tranquil  Ixers 

1/1.0 

13.3 

-0.7 

-3.5 

Alcohol 

92.8 

92.6 

-0.2 

♦0.7 

Cigarettes 

70.1 

70.6 

♦0.5 

-4.6 

Source:  The  Institute  for  Social  Research,  University  of  Michigan 

Although  data  from  the  class  of  1984  has  not  been  published  at  this  time, 
preliminary  data  indicates  that  the  trends  outlined  above,  i.e.,  a mixed 
pattern  of  escalation  and  decline  by  types  of  drug  usage,  have  continued 
over  the  last  year.  Due  to  the  somewhat  paradoxical  nature  of  these  find- 
ings, care  must  be  exercised  in  the  interpretation  of  this  data.  Most  ex- 
perts agree  that  it  will  take  years  of  steady  decline  before  drug  use  pat- 
terns decrease  below  those  noted  in  the  mid-seventies.  In  addition,  the 
sample  of  approximately  17,000  graduating  high  school  seniors  utilized  in 
this  study  excludes  youth  who  have  become  alientated  from  the  mainstream 
academic  environment  through  dropping  out  of  school.  This  factor  alone 
results  in  a drastic  understatement  of  drug  use  problems. 

The  University  of  Michigan  study  also  provides  valuable  data  regarding  age 
of  first  use.  The  following  exhibit  presents  the  grade  of  first  use  data 
for  those  students  who  have  used  drugs  at  some  point.  Although  a compari- 
son of  grade  of  first  use  data  from  1976  through  1983  is  beyond  the  scope 
of  that  report,  it  is  clear  that  students  who  have  used  drugs  have  initi- 
ated use  at  progressively  earlier  ages  over  the  history  of  the  survey. 

This  finding  is  of  major  significance  in  light  of  the  fact  that  treatment 
specialists  agree  that  the  earlier  that  drug  use  and  subsequent  dependency 
occur,  the  more  difficult  successful  recovery  becomes. 

The  escalation  in  drug  use  among  youth,  as  well  as  the  decline  in  age  of 
first  use  of  drugs  is  further  evidenced  in  Illinois.  The  number  of  cli- 
ents under  20  years  of  age  admitted  to  treatment  has  more  than  doubled 
over  the  last  seven  years.  In  1977,  10.8%  of  all  clients  were  under  20. 
This  figure  increased  to  24.9%  in  1984. 

Consistent  with  this  data  is  the  steady  increase  in  the  percentage  of 
youth  who,  when  they  were  in  their  teens  or  even  younger,  began  using  the 
drug  for  which  they  subsequently  sought  treatment.  In  FY  1977,  58.3%  of 
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Exhibit  III-A-3 


Grade  of  First  Use  for  Students  Who  Have  Used  Drugs 

1983 


(ride  In  MMch  ^ 
tfrug  was  first  ^ 
Used 


/ / 


f. 


/ 


^ - 
t ^ 


r 


6th 

5 

.3 

17.6 

0.8- 

1.2 

-0- 

4.2 

2.8 

■ 0.7- 

3 

0- 

10.4- 

13.6 

7-8th 

26 

8 

2<.3 

8.4 

3.7 

-0- 

9.6 

7.6 

13.2 

16 

5 

23.5 

26.03 

9th 

26 

7 

17.6 

22.7 

13.6 

16.7 

27.7 

21.2 

27.8 

25 

6 

26.9 

22.3 

10th 

20 

L 

12.5 

27.7 

21.0 

15.7 

21.3 

21.7 

27.8 

24 

1 

20. C 

19.1 

11th 

13 

9 

14.0 

25.2 

32.7 

41.7 

25.5 

15.0 

20.9 

18 

0 

13.1 

14.9 

7 

2 

12.5 

15.1 

27.8 

16.7 

11.7 

9.9 

9.0 

12 

0 

6.2 

£.61 

Nlvtr 

U»cd 

(«3. 

0) 

!SC.4J 

(M.l] 

iJ 

(93.1) 

(90.61 

[64.61 

[65.6] 

[Si 

7) 

(7.4) 

(75.6) 

Source:  Institute  for  Social  Research,  University  of  Michigan 


Note : The  percentage  figures  which  appear  in  parentheses  in  the  row  desig 

nated  "Never  Used"  indicate  the  percentage  of  surveyed  students  who  have 
never  used  the  drug  in  question.  The  other  percentage  figures  which  ap- 
pear above  this  row  are  calculated  by  using  the  total  for  those  who  have 
used  the  drug  and  not  the  total  who  were  interviewed. 


those  admitted  to  treatment  started  using  the  particular  drug  when  they 
were  under  twenty.  In  FY  1984,  this  figure  was  62.5%. 

Given  these  indicators,  a major  challenge  facing  the  substance  abuse  pre- 
vention field  in  general,  and  DASA  in  particular,  is  the  identification  of 
those  individuals,  especially  within  the  youth  population,  who  are  at  high 
est  risk  of  initiating  the  use  of  drugs  and  subsequently  developing  a 
dependency  on  alcohol  or  other  drugs.  Although  research  in  this  area  is 
on-going,  a study  recently  released  by  the  Center  for  Social  Welfare  Re- 
search, University  of  Washington,  has  identifed  the  following  risk  factors 
for  adolescent  substance  abuse: 

. Early  anti-social  behavior 

. Family  management  problems  (poorly  defined  rules,  inconsistent  and/or 
excessively  severe  discipline) 

. Parental  criminality,  antisocial  behavior,  alcoholism 
. Parental  drug  use  and  positive  attitudes  toward  use 

. Academic  failure  (beginning  in  middle  to  late  elementary  school) 

. Little  commitment  to  school 

. Alienation,  rebelliousness,  lack  of  social  bonding  to  society 

. Association  with  friends  who  use  drugs 

. Favorable  attitudes  toward  drug  use 

. Early  first  use  of  alcohol  or  other  drugs 

These  risk  factors  are  correlates  to  drug  use  in  the  sense  that  the  above 
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factors  contribute  to  substance  abusing  behaviors  by  youth.  There  is  an 
even  larger  group  of  young  persons  who  have  not  been  faced  with  the 
initial  substance  abuse  confrontation  and  who  have  relatively  "normal" 
living  environments  but  who  are  believed  to  be  an  important  target  group 
for  prevention  efforts. 

Objective  The  Department  places  high  priority  on  substance  abuse 
prevention  and  education  at  a local  and  state  programming  level.  The 
viewpoint  incorporated  by  the  Department  was  well  stated  by  the  White 
House/Presidential  Subcommittee  on  Drug  Abuse  Prevention,  Cabinet 
Committee  on  Drug  Abuse  Prevention,  Treatment  and  Rehabilitation  (1977): 

...keeping  a person  healthy  is  less  expensive  over  time  than 
treating  a person  who  is  ill.  There  is  a general  feeling  among  many 
health  advocates  that  prevention  in  some  form  is  more  than  desirable; 
it  is  necessary  to  reduce  health  costs. 

It  is  also  the  belief  of  the  Department  that  youth  have  the  right  to  grow 
up  healthy,  and  that  to  be  healthy,  individuals  must  assume  responsibility 
for  their  own  health. 

With  these  considerations  in  mind,  prevention  activities  are  directed 
toward  those  individuals  who  have  not  yet  begun  to  misuse  alcohol  and 
other  drugs.  The  distinction  between  prevention  and  early  intervention, 
treatment,  and  aftercare  services  can  be  graphically  illustrated  on  a drug 
use/abuse  continuum  which  ranges  from  non-use  to  drug  dependency  and  after- 
care, and  compares  the  different  objectives  of  each  service  type  as  shown 
below.  For  the  purpose  of  expediency,  the  word  "drug"  refers  to  all 
abused  substances,  including  alcohol. 

Exhibit  III-A-4 
Drug  Use/Abuse  Continuum 


Stage  of 
Jse 

Non-Using/Noo-Problemmatit  Use 
Population 

Experimental  User  / Episodic  Abuser 
Early  Stage  Dependency 

Chronic  Abuser 

Recovering 

Abuser 

Service 

Type 

PREVENTION 

EARLY  INTERVENTION 

TREATMENT 

AFTERCARE/ 

"RELAPSE 

PREVENTION" 

Goal 

Dissuade  the  non-user  from  beginning 
use  of  illegal  substances;  delay  use 
of  legal  drugs  (e.g.,  alcohol)  until 
attainment  of  legal  age;  train  im- 
pactor  groups;  promote  values,  atti- 
tudes, levels  of  self-esteem  and 
psycho-social  compentencies  which 
are  incompatible  with  substance 
abuse;  encourage  development  of 
healthy  behaviors  and  attitudes 
within  communities,  families  and 
individuals. 

Deter  the  experimental  user  and  episodic 
abuser  from  progressing  to  chronic  alcohol 
or  drug  dependency. 

Assist  abusers 
in  achieving  a 
productive  non- 
substance abus- 
ing lifestyle 
within  the 
communi ty . 

Assist  the 
re  cove  ri  ng 
substance 
abuser  in 
maintaining 
abstinence 
and  continu' 
ing  the  re- 
covery pro- 
cess. 

DASA  promotes  the  process  of  fostering  awareness,  influencing  attitudes 
and  identifying  alternatives  to  drug  use  so  that  individuals  can  make  in- 
formed choices  and  changes  in  their  behavior  in  order  to  achieve  an  opti- 
mum level  of  physical  and  mental  health,  and  effectively  cope  with  their 
physical  , social  and  cultural  environments.  Reduction  in  the  incidence 


86-III-A-Page  5 


V 


dnd  prevalence  of  substance  abuse  can  be  achieved  by  the  systematic  appli- 
cation of  clearly  defined,  effective  and  economically  feasible  prevention 
strategies  and  programs.  The  overall  accomplishment  of  the  objective  will 
result  from  the  promotion,  coordination,  and  funding  of  prevention  initia- 
tives utililzing  the  six  strategies  illustrated  in  Exhibit  III-A-5. 

Exhibit  III-A-5 
Six  Prevention  Strategies 


PREVENTION  STRATEGIES 


1.  development  and  dissemination  of  health 
information. 


2.  Alternative  educational  experiences 

which  increase  social  competency  skills. 


3.  Training  and  support  for  prevention 
service  providers  and  community 
impactors. 


4.  Environmental  change  or  development: 
planned  interventions  into  hazardous 
aspects  of  the  psychological,  physical 

or  social  environment  of  a local  communi- 
ty which  supports  substance  abuse  and 
increases  the  risk  of  use  and  abuse. 

5.  Local  policy  change,  planning  and  im- 
plementation, i.e.,  intervention  into 
institutional  (judiciary,  schools,  law 
enforcement)  policies  which  increases 
the  risk  of  substance  abuse  or  act  as 
barriers  to  the  prevention  of  substance 
aouse . 


6.  Constituency  development  and  similar 
activities  which  support  volunteerism 
and  increase  the  nun^er  of  community 
impactors . 


REPRESENTATIVE  TYPES  OF  ACTIVITIES 


Development  of  a speakers  bureau  within 
a community,  special  public  awareness 
campaigns  through  radio,  television  and 
print  media,  development  of  brochures 
(e.g.,  a special  brochure  about  drinking 
and  driving  targeted  at  youth),  provision 
of  information  concerning  health  service 
resources. 

Peer-to-peer  program  which  teach  youth 
how  to  resist  negative  peer  pressure, 
structured  exercises  which  focus  on  teach- 
ing decision  making  skills  and  provide 
opportunities  to  role  play  potential  situa- 
tions, education  and  leadership  training 
that  Increases  self  esteem  and  develops 
communication  skills. 

Substance  Abuse  curriculum  development 
training  for  school  personnel,  training 
professionals  who  work  with  the  elderly 
about  substance  abuse,  training  local 
community  task  forces  in  prevention  strate- 
gies, specialized  workshops  for  student 
athletic  personnel,  training  law  enforce- 
ment personnel  regarding  alcohol  and  drugs 
and  how  it  relates  to  drinking  and  driving, 
networking  of  parent  groups  within  a spe- 
cific community  through  meetings  and 
workshops. 

Eliminating  all  billboard  advertising  of 
alcohol,  drugs  and  tobacco  in  the  communi- 
ty, having  local  bars  offer  non-alcoholic 
beverages  to  customers,  community  support 
of  chemical  free  parties  to  youth. 


Working  with  a local  school  board  to  Impla- 
ment  a clear,  written  policy  regarding 
substance  use  and  abuse,  development  of  a 
required  alcohol/drug  curriculum  for  teach- 
ers, social  workers,  and  medical  students 
prior  to  graduation  and  certification, 
local /state  government  supporting  a 21-year- 
old  drinking  age.  citizens  working  with 
local  law  enforcement  to  enforce  Dili  laws. 

Development,  promotion  and  support  of  varied 
interest  groups  desiring  to  participate  in 
alcohol  and  substance  abuse  prevention  ac- 
tivities. These  groups  assist  in  community 
advocacy  and  hence  provide  the  environmental 
climate  in  which  prevention  activities  can 
grow. 
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Within  the  framework  of  the  general  objectives  discussed  above,  both  short 
and  long-term  objectives  may  be  identified.  Short-term  objectives  (FY85- 
86)  involve  the  development  and  management  of  a comprehensive,  statewide 
system  of  prevention  service  delivery.  Prior  to  FY85,  the  Division  of 
Alcoholism  of  DMHDD  and  the  Dangerous  Drugs  Commission  maintained  sepa- 
rate systems  for  developing,  coordinating  and  funding  prevention  services. 
As  a result  of  this  separation,  definitions  of  prevention  programming  as 
well  as  protocol  with  regard  to  programmatic  reporting  and  monitoring  dif- 
fered between  those  programs  formerly  funded  by  DMHDD  and  those  formerly 
funded  by  DDC.  Thus,  the  achievement  of  short-term  objectives  for  FY85-86 
will  involve  the  following  activities: 

. Establishment  and  dissemination  of  information  about  DASA  strategies 
for  prevention  programming  and  funding  priorities.  A series  of  Pre- 
vention Forums  will  be  presented  in  early  1985  for  the  purpose  of 
clarifying  these  strategies  and  priorities  among  DASA  service 
providers. 

. Development  of  an  Annual  Prevention  Program  Provider  Plan  which  will 
reflect  incorporation  of  DASA  strategies  into  local  prevention  ser- 
vice planning,  and  provide  consistency  with  regard  to  program  report- 
ing requirements  for  future  trend  anaylsis. 

. Establishment  of  a regular  schedule  of  program  visitation  for  the 
purpose  of  reviewing  service,  organizational  and  fiscal  components 
and  rendering  appropriate  technical  assistance,  including  develop- 
ment of  evaluation  methodologies. 

. Use  of  a standardized  prevention  services  component  for  the  FY86  DASA 
funding  application. 

. Assessment  of  existing  prevention  services  and  development  of  link- 
ages or  new  programming  to  meet  gaps  in  service. 

. In  conjunction  with  DASA  Regional  Managers  and  local  providers,  begin 
development  of  regional  prevention  plans  designed  to  identify  and 
respond  to  local  needs. 

. Use  of  relevant  research  findings  from  the  health  education  and 

health  promotion  fields  as  a foundation  for  funding  and  programmatic 
decisions. 

. Planning  and  implementation  of  a statewide  Prevention  Conference 
designed  to  increase  knowledge,  awareness  and  skills  among  both 
prevention  service  providers  and  community  impactors  (i.e.,  schools, 
health  care  professionals,  juvenile  justice  agencies,  community-based 
volunteer  organizations). 

. Continuation  of  involvement  in  the  NIDA-sponsored  Cocaine  Strategy 
Planning  Group  with  special  concern  for  the  identification  and  de- 
velopment of  strategies  designed  to  discourage  initial  use  of  cocaine. 

. Continued  judicial  and  community  education  related  to  the  Juvenile 

Drug  Abuse  Fund  established  by  P.A.  83-131,  as  well  as  development  of 
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an  application,  review  and  funding  process  for  the  Juvenile  Drug 
Abuse  Fund  resources. 

Within  the  broad  context  of  prevention,  the  six  basic  strategies  are  illus- 
trated in  Exhibit  III  A-5.  In  FY86,  DASA-funded  prevention  programs  will 
be  encouraged  to  utilize  at  least  three  of  these  strategies  in  order  to 
ensure  a more  comprehensive  delivery  of  prevention  services. 

Through  these  strategies  and  representative  types  of  activities,  DASA  and 
its  contractors  focus  on  the  public  health  model  of  prevention  action. 
Agent,  host  and  environment  variables  and  relationships  are  influenced  and 
altered  toward  the  end  of  promoting  healthier  individuals,  families  and 
communities. 

Objective  DASA  will  continue  to  work  with  DPH  on  maternal  and  child  health 
issues. 

Discussion  DASA  has  supported  the  statewide  Parents  Too  Soon  initiative 
of  DPH  for  several  years  through  a contract  with  the  Prevention  Resource 
Center  (PRC).  It  became  apparent  in  the  early  stage  of  this  project  that 
information  and  education  materials  relating  to  alcohol  and  drug  abuse  and 
teen-age  pregnancy  were  not  available  and  the  materials  that  had  been  de- 
signed for  the  Fetal  Alcohol  Syndrome  project  for  women  were  not  targeted 
sufficiently  to  adolescent  girls.  In  FY84  PRC  began  development  of  these 
specialized  materials. 

In  FY85  further  progress  was  made  with  the  development  of  a prevention 
module  specifically  for  junior  high  school  students  (age  11-14)  on  the 
effects  of  alcohol  and  drugs  on  the  fetus,  to  supplement  the  health  cur- 
ricula. Four  "train  the  trainers"  sessions  will  be  held  throughout  the 
state  for  service  providers  to  instruct  them  to  use  this  module  in  the 
cl assroom. 

The  establishment  of  the  Department  in  FY85  has  provided  an  important 
impetus  for  the  development  of  a long-range  plan  for  substance  abuse 
prevention  within  Illinois.  During  the  next  fiscal  year,  DASA  will  work 
to  ensure  sharing  among  funded  programs  with  regard  to  programmatic  strat- 
egies and  procedures,  and  to  stimulate  development  of  activities  which 
address  prevention  issues  related  to  both  alcohol  and  other  drugs.  Beyond 
FY86,  the  Department  will  seek  to  identify  underserved  populations  and  ar- 
eas within  the  State,  to  develop  programming  appropriate  to  their  needs 
and  to  explore  the  use  of  new  approaches  capable  of  contributing  to  the 
success  of  a long-range  plan  for  substance  abuse  prevention. 

The  above  has  outlined  in  some  detail  the  extent  of  the  prevention  prob- 
lems facing  the  State  (particularly  among  the  young)  and  has  outlined 
broad  prevention  strategies  to  be  developed  in  the  coming  years.  One  spe- 
cific strategy  aimed  at  school  children  is  currently  being  planned  and  put 
into  effect. 


ILLINOIS  SCHOOL  BASED  PREVENTION  INITIATIVE 

Rationale  The  childhood  and  adolescent  developmental  years  are  crucial 
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physical  and  social -psychol ogical  maturation  periods  for  developing 
health,  attitudinal  , and  belief  systems  in  relation  to  the  use  and  abuse 
of  alcohol  and  other  drugs.  Healthy  behavioral  choices  reinforced  during 
these  years  can  be  brought  to  adulthood  and  hence  serve  the  individual 
well,  as  he/she  assumes  traditional  responsibilities  of  adult  life.  With 
national  health  care  costs  increased  to  critical  levels,  one  common  sense, 
and  low  cost,  approach  is  to  reduce  the  demand  for  health  care  by  educat- 
ing and  providing  skills  to  youth  to  accept  responsibility  for  their  own 
wellness  and  health. 

Proposed  Activities  Given  adequate  appropriations  in  FY86,  the  Department 
will  implement  a statewide  substance  abuse  prevention  initiative  targeted 
at  youth  in  Illinois  schools.  The  project  will  be  developed  over  a three 
year  period  with  the  objective  of  full  implementation  by  the  end  of  FY88. 
The  comprehensive  school -based  prevention  initiative  involves  the  plan- 
ning, coordination  and  delivery  of  prevention  services  targeted  at  stu- 
dents in  all  schools.  The  program  will  be  focused  on  school  districts 
throughout  the  State. 

The  school -based  initiative  will  place  prevention  coordinators  throughout 
the  State  to  facilitate  educational  school  district  planning  seminars 
which  will  result  in  district  action  plans  to  provide  primary  prevention 
services  in:  1)  school/community  policy  development;  2)  curriculum  devel- 
opment and  educational  personnel  training;  3)  community  involvement,  and 
4)  youth  involvement.  Vital  to  this  initiative  is  the  establishment  of 
positive  peer  and  adult  pressure  to  counteract  the  negative  peer  pressure 
strongly  associated  with  student  use  and  abuse  of  alcohol  and  other  drugs. 

Although  the  school  system  is  the  center  of  the  program,  it  relies  heavily 
upon  community  input  and  involvement.  A major  outcome  will  be  the  coordi- 
nation of  prevention  efforts  by  schools,  community  groups,  agencies,  par- 
ent groups  and  youth  into  a sound  prevention  network  within  the  Education- 
al Service  Region. 


TRAINING  AND  EDUCATION 


Alcoholism  and  Substance  abuse  training  and  education  development,  imple- 
mentation, and  evaluation  are  priority  responsibilities  of  the  Department. 

Training  and  education  resources  and  opportunities  must  be  provided  for 

diverse  groups.  Representative  of  the  diversity  are: 

. Alcohol  and  drug  counselors 

. Substance  abuse  prevention  specialists 

. Health  professionals  such  as  physicians,  nurses,  psychologists,  etc. 

. Education  personnel 

. Human  services  management  personnel  , both  state  agency  and  local 
providers 

. Employee  Assistance  Program  personnel 

. Gatekeepers  and  impactors  defined  as  individuals,  groups  and  pro- 
fessions in  a position  to  assist  others  in  curtailing  substance  abuse 
behaviors 

. Clergy  and  community  leaders 
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The  ideal  training  relationship  between  the  Department  and  the  diverse 
groups  of  professionals  and  volunteers  whose  work  involves  dealing  with 
substance  abuse  is  one  in  which  a constant  flow  of  needs  information 
reaches  the  Department,  and  the  Department  provides  resource  development 
and  delivery,  within  the  limits  of  its  resources  to  do  so.  Because  of  limit- 
ed financial  resources  for  training  development,  the  Department  maintains 
training  resource  data  which  can  assist  in  the  identification  of  non- 
Department  supported  training  opportunities. 

The  Training  and  Education  objectives  of  DASA  are: 

. To  assess  the  training  and  education  needs  of  the  workforce  respon- 
sible for  prevention,  intervention,  treatment  rehabilitation  and 
aftercare  services. 

. To  assess  strengths  of  the  workforce  and  determine  areas  of  poten- 
tial professional  growth. 

. To  provide  training  to  develop,  refine,  and  upgrade  the  knowledge 
base  and  skill  level  of  the  alcohol  and  drug  abuse  workforce. 

. To  assess  the  needs  of  the  workforce  required  by  addition  or  repro- 
gramming of  existing  services,  such  as  addition  of  special  skills  for 
new  treatment  populations  and  changes  in  service  settings. 

. To  ensure  that  resources  are  available  to  enhance  readiness  for  coun- 
selor credential ing  and  maintenance  of  credential ing  through  continu- 
ing education  and  ensure  that  all  training  relates  to  accepted  stand- 
ards for  counselor  qualifications. 

. To  provide  education  and  training  for  ensuring  that  appropriate  case 
identification  and  referral  for  alcohol  and  drug  problems  take  place 
in  a variety  of  human  service  settings. 

. To  raise  awareness  of  problems  associated  with  alcohol  and  drug  abuse 
for  people  at  risk  for  dependency. 

. To  evaluate  trainee  learning  to  determine  whether  training  attained 
its  stated  objectives  and  met  standards  of  applicability  to  job  per- 
formance. 

. To  develop  and  maintain  open  and  ongoing  communication  with  the  var- 
ious organizations,  agencies,  trainees,  potential  trainees,  and 
training  resources  to  enhance  appropriateness  of  this  function  and 
resources  expended  in  this  effort. 

To  meet  these  objectives  the  Department  relies  on  several  sources  for 
input  and  decision-making  regarding  the  appropriateness  of  the  training  it 
delivers  or  supports.  The  workforce  is  highly  verbal  and  knowledgeable 
about  its  needs  in  this  area,  and  self-reporting  takes  place  frequently 
and  is  encouraged.  On  a more  formal  level  , manpower  surveys  are  conducted 
periodically  and  data  from  these  surveys  are  analyzed  to  assess  needs. 

The  Department  also  uses  input  data  provided  by  testing  mechanisms  of  the 
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alcohol  and  drug  abuse  counselor  certification  systems  to  determine 
strengths  and  needs  of  the  counselors  who  choose  to  become  certified.  The 
test  results  are  anonymous  but  are  categorized  by  region  in  order  to  facil 
itate  and  feed  into  DASA's  regionally  based  training  system.  Also,  pro- 
gram monitoring  and  licensure  visits  and  reports  provide  data  that  are 
useful  in  determining  training  agendas  to  meet  the  needs  of  the  field. 

In  addition,  statewide  planning  meetings  held  throughout  the  year  provide 
input  on  training  needs  as  does  the  regular  input  from  the  Department's 
regional  managers. 

Finally,  rules,  regulations,  and  guidelines  of  the  Department  serve  as  a 
stepping  off  point  for  decisions  regarding  training  activities. 

In  FY  '85,  the  Department  is  involved  in  the  following  activities: 

. Regional  Training  Workshops  are  being  conducted  on  the  following 
eight  topics:  DRUG  AND  ALCOHOL  ABUSE  TREATMENT  INTEGRATION,  CLINI- 

CAL SUPERVISION,  MENTAL  ILLNESS  and  SUBSTANCE  ABUSE,  ADVANCED  INDI- 
VIDUAL COUNSELING,  ADVANCED  GROUP  COUNSELING,  ADVANCED  FAMILY  TREAT- 
MENT, WORKING  WITH  THE  HARD-TO-TREAT  CLIENT,  and  TREATING  DEVELOP- 
MENTAL LAGS.  In  all,  32  training  days  are  devoted  to  these  topics 
across  the  four  regions.  To  date,  four  sessions  have  been  completed 
with  the  following  attendance: 

Exhibit  III-A-6 

Course  Topics  and  Regional  Attendance 


Topic  Area:  Regional  Attendance 


I 

II 

III 

IV 

Integrated  Treatment  Perspective 

35 

65 

82 

56 

Labor  Relations 

18 

- 

- 

Mental  Illness  & Substance  Abuse 

48 

154 

74 

77 

Clinical  Supervision 

80 

- 

20 

Advanced  Individual  Counseling 

86 

- 

33 

Advanced  Group  Counseling 

- 134 

33 

The  Midwest  Institute  on  Alcohol  & Drugs  is  conducted  with  the  co- 
operation of  the  state  authorities  of  Michigan,  Indiana,  Wisconsin 
and  Ohio.  An  advanced  institute  for  program  directors,  supervisors, 
and  senior  level  staff  was  held  in  October,  1984.  A more  basic  insti 
tute  for  counselors,  ancillary  personnel,  such  as  clergy,  school  per- 
sonnel, probation  officers,  and  EAP  staff  was  held  in  January,  1985. 
This  training  provided  a minimum  of  16  continuing  education  hours  in 
12  topical  areas.  These  two  institutes  account  for  10  training  days, 
44  continuing  education  contact  hours,  and  trained  approximately  450 
persons. 
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. The  minois  Institute  on  Drugs  and  Alcohol  is  the  statewide  con- 
ference of  DASA  and  is  designed  to  be  a forum  and  focus  point  for  the 
drug  and  alcohol  workforce  at  all  levels.  Issues  related  to  program- 
ming, funding,  counseling,  and  treatment  were  explored  at  the  1984 
Institute,  the  first  statewide  training  event  of  the  new  code  Depart- 
ment. This  Institute  accounted  for  four  training  days,  24  continuing 
education  contact  hours,  and  trained  approximately  570  persons. 

These  attendance  totals  indicate  definite  interest  and  response  to  train- 
ing needs  in  these  areas. 

Other  activities  which  are  on-going  projects  include: 

. The  Training  Opportunities  Bulletin  is  a compilation  of  training 
events  that  occur  each  month.  This  bulletin  is  sent  to  drug  and 
alcohol  service  agencies  to  facilitate  scheduling  of  staff  training 
and  continuing  education. 

. The  Department  is  sponsoring  the  development  of  an  inservice  training 
package  on  long-term  recovery.  Development  of  such  material  helps 
ensure  that  options  for  obtaining  needed  training  are  available 
through  several  means. 

Concurrent  with  providing  training  to  the  field,  the  Department  is  also 

placing  emphasis  on  inservice  training  for  its  staff  at  all  levels. 

In  coming  years,  the  Department  will  seek  to: 

. Further  integrate  the  concept  of  substance  abuse  into  the  practice  of 
prevention  and  treatment  skills  for  management  practitioners  who  have 
a background  in  only  one  of  the  service  areas. 

. Develop  closer  linkages  with  formal  education  systems  in  order  to 
institutionalize  substance  abuse  learning  into  curriculum  and  aca- 
demic environments. 

. Develop  experimental  programs  for  the  training  of  new  kinds  of 
workers  and  for  new  competency-based  educational  methodologies. 

. Develop  better  methods  to  evaluate  the  effectiveness  of  training 

programs,  particularly  in  regard  to  their  impact  on  service  delivery 
and  consumers. 

. Develop  organizational  approaches  to  training  where  the  focus  is  on 
internal  agency  problem-solving. 

. Develop  further  capacity  to  respond  directly  to  individual  provider 
treatment  agencies,  and  regional  training  needs  assessments. 

In  developing  training  objectives,  activities,  formats,  and  designs,  the 

process  followed  is  based  on  learning  theories  as  they  apply  to  adults. 

These  include  the  following: 
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. Learning  requires  activity  on  the  part  of  the  participants;  they 
cannot  be  passive. 

. Participants  bring  with  them  a cluster  of  understandings,  skills, 

appreciations,  attitudes,  and  feelings  that  have  personal  meaning  to 
them  and  that  are  in  effect  the  sum  of  their  reactions  to  previous 
experiences. 

. Participants  have  developed  self-concepts  that  directly  affect  their 
behavior. 

. Ultimately,  participants  learn  what  they  want  to  learn;  they  do  not 
learn  what  they  do  not  accept  as  meaningful  and  useful. 

. Learning  is  enhanced  when  participants  accept  responsibility  for 
their  own  learning. 

. Learning  is  directly  influenced  by  the  physical  and  social  environ- 
ment. 

. Learning  is  enhanced  when  the  learning  situation  provides  an  oppor- 
tunity to  apply  new  information  in  as  realistic  a situation  as  is 
feasibl e. 

. Participants  are  more  highly  motivated  when  they  understand  and  ac- 
cept the  purposes  of  the  learning  situation  than  when  they  do  not. 

. Participants  are  motivated  by  experience  of  success. 

. Pa/ticipants  tend  to  be  motivated  if  they  feel  accepted  by  the 
trainer. 

. Particpants  are  motivated  when  they  can  associate  new  knowledge  with 
previous  knowledge. 

. Participants  are  motivated  when  they  can  see  the  usefulness  of  the 
learning  in  their  own  personal  professional  terms. 

The  training  system  being  developed  is  in  its  infancy.  The  potential  for 

growth  is  endless.  The  underlying  commitment  has  been,  and  is,  to  build 

an  increasingly  responsive  and  effective  Illinois  alcohol  and  substance 

abuse  training  network. 


PUBLIC  INFORMATION 

The  Department  recognizes  its  responsibility  to  provide  a central  point  of 
contact  for  members  of  the  public,  press,  agencies,  organizations,  and  var- 
ious interest  groups.  In  carrying  out  this  responsibility,  the  Depart- 
ment makes  certain  that  its  policies  and  interpretations  thereof  are  given 
wide  circulation  to  all  individuals  and  organizations  concerned  in  an  ac- 
curate and  consistent  manner.  The  Department  acts  as  a clearinghouse  for 
public  information  about  the  abuse  of  alcohol  and  drugs  and  for  the  net- 
working of  organizations  with  common  concerns  over  these  problems. 
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The  Department  also  deals  directly  with  the  program  staff  of  the  Gover- 
nor's office  and  the  offices  of  Illinois  legislators  to  assure  that  elect- 
ed officials  have  the  information  needed  to  develop  laws  and  consider  appro- 
priations that  will  aid  the  Department  in  carrying  out  its  responsibili- 
ties. The  Department  is  cognizant  of  its  responsibilities  under  the 
Illinois  Freedom  of  Information  Act. 

DASA  is  committed  to  reducing  alcohol  and  drug  abuse  in  the  state  as  well 
as  to  preventing  the  spread  of  such  abuse.  In  support  of  this  commitment, 
DASA  provides  Illinois  residents  and  organizations  with  accurate  informa- 
tion regarding  alcohol  and  drugs  and  their  effects,  current  patterns  of 
use,  the  legal  status  of  controlled  substances,  and  with  information  about 
prevention,  treatment  and  rehabilitation  programs. 

Each  month,  the  Department  receives  several  hundred  requests  for  infor- 
mation and  help.  Requests  come  in  by  telephone,  in  writing,  and  in  person 
and  DASA  responds  by  mailing,  at  no  charge,  copies  of  information  book- 
lets, by  answering  general  questions  about  alcohol  and  drugs,  and  by  refer- 
ring people  to  treatment  centers  and,  where  appropriate,  to  other  agencies. 

A further  DASA  commitment  is  to  provide  information  from  its  resource  li- 
brary. Following  the  consolidation  of  the  DMH/DD,  Division  of  Alcoholism 
and  the  Dangerous  Drugs  Commission,  efforts  concentrated  on  organizing 
literature  from  the  formerly  separate  agencies  into  a single  library.  At 
the  same  time,  DASA  increased  its  stock  of  alcohol  and  drug  information 
materials.  Much  of  the  public  perception  of  alcohol  and  drug  problems 
comes  from  the  media.  Also,  the  media  fosters  much  of  the  public's  per- 
ception of  what  public  officials  are  doing,  both  to  combat  alcohol  and 
drug  abuse  and  to  prevent  further  abuse. 

Maintaining  contact  with  the  media  and  providing  accurate  information  to 
journalists  is  a vital  public  information  function.  DASA  helps  reporters 
develop  accurate  stories,  arranges  news  interviews,  and  provides  media  rep- 
resentatives with  an  understanding  of  the  services  role  of  the  community. 

Meetings  and  conferences  provide  the  field  with  an  ideal  forum  for  com- 
municating its  services  to  community  and  professional  groups  and  for  estab- 
lishing liaison  between  groups.  Consequently,  DASA  offers  meeting  planners 
its  assistance  in  developing  ideas  for  meetings,  in  developing  program 
materials,  and  with  meeting  arrangements. 

DASA  plans  to  increase  its  participation  in  state  and  local  community  con- 
ferences and  meetings.  To  that  end,  it  has  produced  a display  that  visu- 
alizes DASA's  services.  The  display  is  modular  to  allow  for  easy  trans- 
portation and  set-up  anywhere  in  the  State. 

Specialized  Professional  Communication  In  addition  to  the  more  general 
public  information  functions  of  the  Department,  it  assumes  responsibility 
for  keeping  drug  and  alcohol  related  professional  groups  abreast  of  cur- 
rent developments  within  the  field  through  the  development  and  distribu- 
tion of  bulletins,  as  information  or  special  issues  arise,  to  three  dis- 
tinct professional  audiences:  treatment  providers,  medical  specialists, 
and  law  enforcement  personnel. 
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Although  these  bulletins  most  often  include  information  on  changes  in  pat- 
terns and  trends  of  substance  abuse,  as  they  relate  to  the  professional 
interests  of  each  group,  topics  of  discussion  are  by  no  means  limited  only 
to  this  area.  Independent  research  findings,  new  theoretical  perspec- 
tives, as  well  as  advances  in  strategies,  methods  and  techniques  relating 
to  the  prevention,  early  intervention  and  treatment  of  substance  abuse 
have  all  been  included  in  the  contents  of  previous  releases. 

. Facts  from  the  Field  is  a bulletin  addressing  issues  of  concern  to 
prevention  providers  and  is  distributed  to  drug  and  alcohol  program 
personnel  throughout  the  State. 

. Medical  Alert  bulletin  concentrates  on  information  to  assist  health 
professionals  in  the  identification  and/or  treatment  of  problems  relat- 
ing to  acute  drug  crisis  and  the  consequences  thereof.  The  "Medical 
Alert"  is  distributed  to  emergency  rooms  and  medical  examiners' 
offices  throughout  the  state. 

. Law  Alert  focuses  on  information  of  interest  and  assistance  to  law 
enforcement  personnel.  Each  reporting  period,  the  "Law  Alert"  is 
sent  to  six  Illinois  police  professional  journals  where  it  is  reprint- 
ed and  distributed  to  subscribers. 


CONCLUSION 


The  Overview  section  of  Chapter  II  - DATA  outlined  the  broad  scope  of  the 
extent  of  alcohol  and  drug  abuse  in  the  State,  This  Chapter  focused  first 
upon  the  extent  of  alcohol  and  drug  abuse  among  the  youth  of  the  state  and 
went  on  to  examine  particular  problem  areas  and  formulate  six  basic  pre- 
vention strategies  with  a primary  focus  on  young  persons.  It  then  went  on 
to  examine  training  and  education  aimed  at  those  in  a position  to  impact 
upon  potential  abusers  and  finally  to  bring  to  the  public  in  general  and 
specific  groups  in  communities  awareness  of  the  dangers  of  alcohol  and 
drug  abuse  and  resources  available  for  assistance. 

Only  such  an  integrated  and  cohesive  approach  will  lead  to  a continuing 
decline  in  chemical  abuse,  lessen  the  pressures  upon  the  heavily  burdened 
treatment  system  outlined  in  Chapter  III-C  and  reduce  the  serious  and  cost- 
ly personal  social  and  economic  consequences  of  this  abuse. 
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PROJECTS  INTERVENTION 


CHAPTER  III 


SUBSECTION  B:  UTTERVErmON 

CRIMINAL  JUSTICE.  DRIVING  UNDER  THE 
INFLUENCE.  AND  FAMILY  VIOLENCE 


P.A.  83-969,  111.  Rev.  Stat.,  Ch.  Ill  1/2,  par.  6301 
et.  seq. 

Paragraph  6,  Subparagraph  (o):  To  cooperate  with 

the  Department  of  Corrections  in  establ aishing  and 
conducting  programs  to  provide  treatment  for  alco- 
holics and  addicts  in  or  on  parole  from  penal  insti- 
tutions. 

Subparagraph  (t):  To  assist  in  the  development  of, 

and  cooperate  with,  alcohol  and  drug  education  and 
treatment  programs  for  employees  of  State  and  local 
governments  and  businesses  and  industries  in  the 
State. 

Subparagraph  (u):  To  utilize  the  support  and  as- 

sistance of  interested  persons  in  the  community, 
particularly  recovered  addicts  and  alcoholics,  to 
encourage  clients  voluntarily  to  undergo  treatment. 

Subparagraph  (z):  To  disseminate  information 

relating  to  available  services  for  addicts  and 
abusers  of  dangerous  drugs,  alcoholics  and 
intoxicated  persons  including  an  annual  list  of  all 
public  and  private  treatment  facilities. 

Paragraph  21:  An  addict  charged  with  or  convicted 

of  a crime  is  eligible  to  elect  treatment  under  the 
supervision  of  a licensed  program  designated  by  the 
Department  instead  of  prosecution  or  probation.... 
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CHAPTER  III 


SUBSECTION  B:  INTERVENTION 

CRIMINAL  JUSTICE,  DRIVING  UNDER  THE  INFLUENCE,  AND  FAMILY  VIOLENCE 

INTRODUCTION 

Intervention  is  the  mid-point  range  in  the  continuum  between  the  primary 
prevention  of  alcohol  and  substance  abuse  on  the  one  hand  and  treatment 
for  the  addicted  individual  on  the  other.  Major  points  of  intervention 
occur  with  youth  at  the  "experimenting"  stage  through  the  school  , communi- 
ty or  the  home;  in  the  early  stages  of  abuse  or  addiction  through  the 
family  or  through  the  job  site;  through  the  Criminal  Justice  System  (CJS) 
by  diversion  referral  rather  than  incarceration,  and  through  DUI  legisla- 
tion currently  being  revised.  The  role  of  the  school,  home,  and  the 
family  have  been  disussed  in  Chapter  III-A.  This  subsection  will  focus 
upon  the  overall  concepts  and  status  of  intervention  strategies  for  the 
job  site,  CJS,  DUI,  and  Family  Violence  Programs. 


INTERVENTION  SERVICES 

The  Federal  Alcohol,  Drug  Abuse,  and  Mental  Health  Administration  in  1981 
defined  primary  prevention  as  actions  or  interventions  designed  to  reduce 
the  incidence  of  alcohol  or  drug  disorders  and  related  problems.  Second- 
ary prevention,  or  intervention,  is  concerned  with  the  early  identifi- 
cation and  treatment  of  these  disorders,  to  reduce  their  prevalence  or  the 
prevalence  of  dysfunctional  behaviors  associated  with  them.  This  is  a 
very  broad  prevention  definition  and  there  is  a considerable  range  of 
interpretations  among  field  personnel  over  the  definition  of  "interven- 
tion" services  and  which  services  should  be  included  in  this  category. 

There  is  some  sense  that  this  service  is  directed  to  intervening  in  a 
client's  lifestyle  and  problem  of  abusive  use  of  a substance  at  an  earlier 
stage  (early  intervention)  before 'the  problem  reaches  crisis  situation  or 
chronic  severity.  However,  emergence  of  a crisis  (crisis  intervention)  is 
also  seen  as  a strategic  point  for  motivating  a client  to  avoid  developing 
further  problem  severity.  The  level  of  crisis,  from  a school  incident  to 
a drug  overdose  or  an  arrest,  has  a wide  range  of  potential  impact  depend- 
ing on  age  variables,  whether  social,  family,  or  legal  issues  are  involved 
and  whether  the  "intervenor"  has  a case  management,  educational  guidance, 
psycho/therapeutic,  counseling,  social  services,  or  legal  orientation. 

The  environment  for  intervention  activities  is  more  similar  to  prevention 
services  environments,  i.e.  natural  community  living  settings,  than  the 
usual  treatment  environment  of  residential  or  clinic  sites.  The  natural 
environment  has  significance  for  the  methodologies  of  intervention  activ- 
ities. Careful  attention  will  be  given  to  delineation  of  these  service 
methodol ogies. 

One  objective  of  the  Department  is  a clarification  of  the  more  precise 
meaning  of  "intervention"  and  reaching  a field  consensus  on  which  service 
elements  should  be  included.  Some  examples  of  categories  of  services 
which  have  been  loosely  brought  under  this  grouping  are  discussed  in  this 
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Subsection  and  the  previous  Subsection  A and  include  but  should  not  be 
seen  as  limited  to: 

. Employee  assistance  programs 

. Criminal  justice  system  relationships 

. DUI  assessment  to  remedial  education  and/or  treatment  services 
. Family  approaches  such  as  for  domestic  violence  and  child  abuse  and 
negl ect 

. Student  assistance  programs  in  schools  and  communities  which  are  in- 
cluded in  the  discussion  of  the  DASA  school  project  that  has  been 
outlined  in  Chapter  III-A 

However,  each  of  these  examples  also  have  significant  aspects  of  preven- 
tion and  treatment  components  in  their  overall  service  designs  which  is 
another  issue  for  the  clarification  of  the  "intervention"  element. 

Employee  Assistance  Program  (EAP)  Alcohol  and  substance  abuse  costs 
industry  nationally  well  over  ten  billion  dollars  each  year  in  absentee- 
ism, medical  expenses,  and  job  performance  quality.  In  lost  time  due  to 
absenteeism  alone,  an  average  of  22  working  days  a year  for  alcohol  abus- 
ing employees  is  a significant  productivity  factor.  Although  such  esti- 
mates are  currently  not  available  for  drug  abuse,  there  is  no  doubt  but 
that  it  also  contributes  to  a great  deal  of  lost  productivity. 

The  EAP  was  created  and  designed  to  address  the  needs  of  both  employers 
and  the  work  force  to  reduce  these  problems.  Many  of  Illinois'  larger 
employers  have  recognized  this  approach  and  over  the  past  five  years,  a 
growing  number  of  company  sponsored  EAPs  have  been  established.  In  1980, 
the  State  funded  an  initiative  with  the  alcoholism  treatment  providers  to 
develop  EAPs  in  smaller  businesses  who  had  fewer  resources  to  set  up  inde- 
pendent programs.  This  effort,  the  Illinois  Occupational  Program 
Initiative,  a two  phase  effort,  was  completed  in  June,  1983  with  a large 
increase  in  programs  established  in  small  companies  and  expanded  coverage 
of  employed  persons.  The  three  year  grant  effort  resulted  in 
establishment  of  new  EAPs  in  364  companies  for  over  77,800  employees  of 
whom  over  3,000  have  been  referred  to  a treatment  resource  during  the 
period  ending  June  1984. 

The  Department  will  study  the  current  development  of  this  maturing  EAP 
field  to  determine  the  most  useful  relationship  of  DASA,  and  it's  role,  in 
the  continuing  progress  of  this  primarily  private  sector  activity. 

The  State  EAP  sponsored  under  two  successive  gubernatorial  administrations 
and  now  housed  in  the  Department  of  Central  Management  Services  (CMS)  has 
increased  referrals  to  treatment  from  400  in  1980  to  beyond  the  600  tar- 
geted for  1984  and  is  continuing  to  develop  its  orientation  and  procedural 
system  for  supervisory  managers  and  staff  employees.  CMS  has  projected 
that  900  State  employees  will  be  reached  by  this  effort  by  1988.  This 
program  is  broadening  its  range  of  services  and  now  includes  mental 
health,  family  services,  and  other  factors  related  to  poor  performance. 
Additionally,  the  focus  of  the  program  is  expanding  to  include  a health 
promotion  emphasis. 


86-III-B-Page  2 


CRIMINAL  JUSTICE  SYSTEM 


For  more  than  a decade,  professionals  in  both  the  drug  abuse  field  and  the 
Criminal  Justice  System  (CJS)  have  been  concerned  with  the  apparent  close 
relationship  between  drug  abuse  and  crime.  While  concern  has  also  been  ex 
pressed  as  to  the  relationship  between  alcohol  abuse  and  family  violence 
and  crime,  until  recently  few  detailed  studies  have  been  made  in  this  area 
for  the  simple  reason  that  the  possession  of  alcohol  is,  in  itself,  not  a 
crime,  whereas  the  possession  of  non-prescribed  scheduled  drugs  is  subject 
to  criminal  action. 

In  addition,  in  the  seventies,  there  was  a strong  public  perception  that 
narcotics  abuse  (particularly  heroin)  and  crime  were  almost  absolutely 
linked.  The  data  in  the  Introduction  to  Chapter  II  briefly  outlined  the 
results  of  one  study  into  the  relationship  of  alcohol  to  crime,  alluded  to 
a more  detailed  drug  study,  the  societal  costs  of  these  problems  and  then 
summarized  the  known  arrest  statistics  concerning  violations  of  laws  relat 
ing  to  alcohol  and  drugs,  i.e.  the  Cannabis  Control  Act,  Controlled  Sub- 
stances Act,  Liquor  Control  Act,  DUI,  and  Transportation  of  Alcohol.  The 
real  concern  of  the  public  is  the  relationship  between  the  abuse  of  alco- 
hol and  drugs  to  property  and  violent  crimes.  The  following  subsections 
will  discuss  research  into  this  question,  an  examination  of  the  demo- 
graphics of  clients  admitted  for  drug  treatment  as  related  to  their  arrest 
history,  the  overall  relationship  of  the  Department  to  CJS,  and  finally 
the  relationship  to  the  Court  System  as  carried  out  through  the  Treatment 
Alternatives  To  Street  Crime  Program  (TASC). 

Research  According  to  research  sponsored  by  NIDA,  every  200  heroin 
addicts  account  for  some  50,000  crimes  per  year,  most  of  which  go  unre- 
ported. During  FY84,  there  were  4,024  admissions  for  narcotics  addiction 
in  Illinois.  This  group  alone  could  be  estimated  to  have  been  responsible 
for  some  one  million  crimes  a year.  Of  these,  few  end  in  arrest  and  the 
majority  of  these  crimes  are  non-violent  and  directed  towards  property  in 
order  to  support  the  perpetrator's  drug  habit  and  not  directed  toward  per- 
sons except  as  they  are  encountered  during  commission  of  the  crime.  As  in 
the  case  of  the  special  alcohol  study  mentioned  in  Chapter  II  which  noted 
that  43/6  of  the  prison  offenders  had  been  drinking  at  the  time  of  their 
crime,  a substantial  (estimated  at  about  2856)  number  of  the  Department  of 
Corrections  adult  inmates  used  illicit  drugs  prior  to  their  current  convic 
tions.  Diversion  of  appropriately  selected  offenders  to  a treatment  pro- 
gram, rather  than  sentencing  to  a correctional  institution,  could  save  the 
State  enormous  sums  of  money  in  light  of  the  fact  that  it  is  estimated 
that  the  cost  of  maintaining  one  person  in  prison  for  one  year  exceeds 
$12,000. 

A more  detailed  study  of  the  relationship  between  drugs  and  crime  was 
carried  out  in  Maryland  over  an  eleven  year  period  focusing  upon  250 
heroin  addicts.  This  study  showed  that  the  rate  of  criminal  activity  is 
six  times  greater  when  the  drug  abusing  individual  is  acutely  addicted  as 
opposed  to  when  the  person  is  either  abstaining  from  drug  use  on  his  own 
accord  or  is  in  treatment. 

A 1979  study  of  356  heroin  users,  who  were  not  in  treatment  at  the  time  of 
the  study,  found  that  the  characteristics  of  this  randomly  selected  group 
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were  not  unlike  those  of  the  drug  treatment  population  as  a whole.  Simi- 
lar to  Illinois,  respondents  were  predominantly  male,  unemployed,  and 
between  the  age  of  18  and  34.  All  began  using  drugs  at  a very  early  age, 
first  with  alcohol  intoxication  at  11  or  12  years  of  age,  followed  by 
marijuana,  barbiturates,  heroin,  and  cocaine  in  various  individual  combi- 
nations. Women  began  using  slightly  later  than  men,  but  their  progressive 
involvement  seemed  more  severe.  Exhibit  III-B-1  depicts  these  patterns. 

Exhibit  III-B-1 

Drug  Usage  Histories 
Random  Sampling  of  356  Heroin  Users 
Maryland  Study 


Druq  Use  Characteristics 

"""BaTes"’" 

(n»239) 

Females 

(n«117) 

Age  of  first  alcohol  use  (median) 

12.8 

13.8 

Age  of  first  alcohol  high  (median) 

13.3 

13.9 

Ever  used  alcohol 

Age  of  first  drug  (excluding  alcohol)  use 

95.8% 

98.3% 

(median) 

15.2 

15.2 

Age  of  first  marijuana  use  (median) 

15.5 

15.4 

Ever  used  marijuana 

99.2% 

99.1% 

Age  of  first  barbiturates  use  (median) 

17.5 

17.0 

Ever  used  barbiturates 

84.9% 

88.0% 

Age  of  first  heroin  use  (median) 

18.7 

18.2 

Age  of  first  cocaine  use  (median) 

19.7 

18.7 

Ever  used  cocaine 

92.9% 

92.3% 

Median  number  of  drugs  ever  used 
Median  number  of  drugs  "currently 

10.3 

10.5 

being  used" 

5.0 

5.6 

Ever  treated  for  drug  use 

56. 9% 

56.4% 

Currently  in  treatment 

”05 

Early  involvement  with  criminal  activity  seemed  to  be  common  among  heroin 
users  with  99%  indicating  that  they  had,  at  one  time  or  another,  engaged 
in  criminal  activity.  The  median  age  of  the  first  criminal  act  among  this 
group  of  heroin  users  was  15  years  of  age.  Burglary,  shoplifting,  larce- 
ny, and  drug  sales  were  the  most  frequently  cited  first  offenses  with  for- 
mal arrests  usually  not  occurring  for  years  after  the  onset  of  criminal 
activity.  Almost  all  of  the  respondents  (97.4%  of  men  and  94.9%  of  women) 
indicated  that  criminal  activity  served  as  a primary  source  of  income  for 
supporting  a drug  habit.  See  Exhibit  III-B-2  on  next  page. 

While  this  study  dealt  with  heroin  abusers,  conclusions  drawn  are  also 

known  to  apply  to  users  of  some  other  drugs.  Another  national  study  (in 

which  Illinois  participated),  the  Treatment  Outcome  Prospective  Study 

(TOPS),  monitored  clients  from  the  point  of  intake,  during  treatment,  then 

90  days,  one  year,  and  two  years  after  termination  of  treatment.  Although 

the  study  focused  upon  admissions  to  drug  treatment  programs,  it  also  ( 

examined  the  alcohol  use  of  these  clients  and  found  that  while  few  admit- 
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Exhibit  III-B-2 


Criminal  Histories 
Random  Sampling  of  356  Heroin  Users 
Maryland  Study 


Criminal  Characteristics 

Hales 

{n-239) 

Fenales 

(b*U7) 

Ever  committed  offense 

iOi 

Age  of  first  crime  (median) 
First  crime  committed 

15.1 

15.9 

Robbery 

7.9% 

3.4% 

Assault 

7.5% 

2.6% 

Burglary 

25.1% 

5.1% 

Vehicle  theft 

09.2% 

0.9% 

Shoplifting 

20.1% 

38.5% 

Other  theft/ larceny 

11.7% 

6.9% 

Prostitution 

- 

18.8% 

Drug  sales 

10.0% 

12.8% 

Other/no  data 

8.1% 

9.3% 

Have  arrest  history 

93.7% 

83.8% 

Age  at  first  arrest  (median) 

17.2 

18.3 

Total  arrest  (median) 

3.5 

2.6 

Ever  incarcerated 

81.2% 

62.4% 

ted  to  having  an  alcohol  problem  or  believed  they  needed  treatment,  over 
50%  admitted  to  the  weekly  or  more  frequent  use  of  alcohol.  This  study 
included  3,131  clients  sampled  from  over  27,000  treatment  admissions  be- 
tween 1969  and  1972.  Each  was  interviewed  five  years  after  entering 
treatment. 

^ Three-fourths  of  these  persons  used  heroin  or  other  opiates  on  a 
daily  basis  before  treatment,  but  five  years  later,  only  one  in  16 

still  did  so. 

Nearly  half  were  involved  in  criminal  activity  to  support  themselves 
before  treatment,  but  less  than  one  in  five  continued  a life  of  crime 
five  years  after  beginning  treatment. 

. Nearly  two  out  of  three  were  employed  after  treatment  whereas  only 
one  in  three  had  initially  been  working. 

Demographics  of  Prior  Arrest  History  During  Two  Years  Prior  to  Admission 
In  Illinois,  the  pattern  of  prior  arrest  history  illustrates  the  extent  of 
the  drug  abuse  and  CJS  interrelation.  (The  data  below  does  not  include 
those  addicted  to  or  abusing  alcohol.)  For  the  past  five  years,  45%  to 
55%  of  all  persons  admitted  to  CODAP  reporting  drug  abuse  treatment  pro- 
grams have  shown  some  arrest  history  during  the  two  years  prior  to  admis- 
sion. In  FY84,  52.9%  of  all  admissions  had  some  arrest  history  with  11.2% 
arrested  four  or  more  times. 
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Detailed  analyses  have  been  made  of  the  demographics  of  those  with  an  ar- 
rest history  and,  of  note,  the  arrest  history  is  remarkably  consistent  no 
matter  what  the  age  or  race.  There  are  differences  in  the  arrest  pattern 
by  sex  with  women  having  a significantly  lower  arrest  history.  Of  the 
52.9%  with  an  arrest  history,  the  percentage  of  Whites  and  Blacks  were 
almost  identical.  It  would  be  thought,  if  only  because  of  age,  that  the 
younger  the  person  admitted  to  treatment,  the  less  the  chance  of  an  arrest 
history.  Yet  the  under  twenty  group  reflects  the  arrest  patterns  of  the 
whole  group  within  a few  percentage  points. 

Similarly,  while  each  region  that  has  a small  population  base  had  fewer 
numbers  of  arrests,  the  patterns  of  prior  arrest  history  within  a region 
is  in  most  cases  quite  consistent  with  the  patterns  for  the  State  as  a 
whole.  In  addition,  an  analysis  of  arrest  patterns  by  drug  of  abuse  at 
admission  shows  no  difference  in  pattern:  i.e.,  the  arrest  history  is  the 
same  for  most  major  drugs. 

Tentatively,  this  gives  some  support  to  the  statement  at  the  opening  of 
this  section  of  an  apparent  close  relationship  between  drug  abuse  and 
crime,  for  if  age,  race,  region,  and  drug  used  have  little  or  no  affect  on 
the  prior  arrest  history,  then  the  active  variable  involved  is  drug  use. 

Relationship  of  DASA  with  the  Criminal  Justice  System  There  is  no  ques- 
tion that  the  State  maintains  a strong  legitimate  interest  in  protect- 
ing the  health  and  safety  of  its  citizens.  Current  policy  provides  legal 
sanctions  against  criminal  behavior  while  permitting  an  offender's  dysfunc- 
tion to  be  modified  within  a less  restrictive  rehabilitative  environment 
when  possible.  The  placement  of  drug  and  alcohol  addicted  offenders  into 
therapeutic  treatment  represents  one  such  alternative  available  to  trial 
judges,  probation  and  parole  officers,  and  other  officials  of  the  CJS 
system. 

The  relationship  of  the  Department  to  the  CJS  is  readily  seen  in  that  some 
20%  of  all  admissions  to  drug  treatment  programs  and  25%  of  admissions  to 
alcohol  treatment  programs  are  the  result  of  referrals  from  some  element 
of  the  CJS,  with  the  majority  of  these  referrals  for  drugs  being  through 
the  TASC  program  discussed  below.  The  Department  has  tracked  the  demogra- 
phics of  CJS  alcohol  and  drug  treatment  referrals  as  compared  to  the  demo- 
graphics of  those  who  are  self-referred,  or  through  medical,  family,  com- 
munity, employer,  or  other  non-CJS  sources.  The  major  differences  between 
CJS  referrals  and  non-CJS  referrals  is  that  the  former: 

. Refers  substantially  more  men  and  whites 

. Refers  substantially  larger  percentages  of  the  under  20  and  20 
to  24  age  groups 

. Focuses  (probably  because  of  the  Cannabis  Control  Act)  upon  the 
marijuana  abusers,  with  about  30%  of  admissions  as  compared  to 
17%  for  the  non-CJS  population. 

. Refers  a smaller  percentage  (25%  to  30%)  for  narcotics  than  the 
55%  for  the  non-CJS  population. 
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(These  figures  differ  from  the  statistics  supplied  for  the  TASC  treatment 
population  in  that  TASC  referrals  are  directly  from  the  trial  courts 
whereas  CJS  referrals  are  from  both  trial  courts  and  other  sources.) 

Interest  has  been  expressed  in  the  question  as  to  whether  the  potential 
sanctions  that  face  a CJS  referral  have  any  impact  upon  the  treatment  out- 
come, In  effect,  the  client  is  told  to  complete  treatment  or  the  CJS  refer 
ring  authority  will  take  other  legal  action.  During  1984,  the  Illinois 
Dangerous  Drugs  Commission  devised  a means  of  tracking  these  CJS  drug  treat 
ment  referrals  through  the  treatment  system  to  the  point  at  which  they 
were  discharged  and  developed  some  statistics  concerning  this  group  for 
FY84.  The  results  of  this  study  are  seen  in  Exhibit  III-B-3  on  the  next 
page. 

There  is  a significant  difference  in  the  percentages  of  persons  who  leave 
treatment  between  the  two  groups;  49.2%  of  the  non-CJS  referrals  leave 
treatment  while  only  36,4%  of  the  CJS  referrals  do  so.  Similarly  18.4%  of 
the  non-CJS  referrals  represent  successful  treatment  (defined  as  discharge 
cith  no  drug  use  or  some  reduced  drug  use)  while  24.5%  of  the  CJS  refer- 
rals represent  successful  treatment  on  this  criteria. 

There  are  several  limitations  to  any  conclusions  drawn  from  this  study. 

For  instance  over  one-third  of  the  non-CJS  referrals  go  into  Methadone 
Maintenance  and  it  is  known  that  successful  discharges  from  Methadone 
Maintenance  Programs  are  difficult  and  that  drop-outs  occur  frequently. 

Note  that  the  CJS  referrals  constitute  only  3.7%  to  Methadone  Maintenance 
and  95.3%  to  Drug  Free.  On  the  other  hand,  this  fact  may  be  the  result  of 
court  action  and  only  that;  the  courts  are  reluctant  to  put  narcotic 
abusers  into  Methadone  Maintenance  programs. 

Environment  presents  a similar  situation.  It  could  be  argued  that  the 
intensity  and  protection  of  Drug  Free  Residential  Treatment  creates  an 
environment  conducive  to  greater  success  and  a greater  ability  to  keep 
clients.  One-third  of  the  CJS  referrals  are  to  this  environment  as 
against  21.3%  for  the  non-CJS  referrals. 

There  are  also  age  and  sex  differences,  but  their  impact  upon  the  treat- 
ment outcome  is  not  yet  clear, 

DASA  Relationship  to  Court  System  The  Department  also  has  statutory 
responsibilities  concerning  relations  with  the  Court  System.  State  policy 
addressing  the  relationship  between  drug  abuse  and  criminal  behavior  is 
reflected  in  Public  Act  83-969,  Sections  20  - 24.  This  act  allows  an 
addicted  offender  charged  with  a non-violent  crime  to  petition  the  court 
for  therapeutic  treatment  as  an  addict  in  lieu  of  further  prosecution  or 
incarceration.  The  Department  is  statutorily  responsible  for  administer- 
ing the  provisions  of  the  Act  which  include  the  determination  of  eligibil- 
ity, the  likelihood  for  rehabilitation,  and  placement  into  an  appropriate 
treatment  program.  The  Department  has  designated  the  TASC  program  as  its 
agent  for  providing  a coordinated  system  for  implementing  the  provisions 
of  the  Act.  These  services  include  screening/identification,  diagnosis, 
referral  to  treatment,  and  client  monitoring. 
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Exhibit  III-B-3 


FY84  Comparison  of  Discharges  for  Clients  Referred  to  Drug  Treatment 
Through  the  CJS  as  Compared  to  Non-CJS  Referrals 


Non-CJS 

Referral s 

CJS  Referrals 

# 

% 

% 

Total 

6,047 

79.4 

1,565 

20.6 

Reason  for  Discharge 

No  Drug  Use 

553 

9.1 

205 

13.1 

Some  Drug  Use 

565 

9.3 

178 

11.4 

Transfer 

1,257 

20.8 

387 

24.7 

Program  Decision 

501 

8.3 

153 

9.8 

Client  Left 

2,977 

49.2 

570 

36.4 

Other 

194 

3.2 

72 

4.6 

Modal i ty 

Detoxi f ication 

192 

3.2 

8 

0.5 

Maintenance 

2,120 

35.1 

58 

3.7 

Drug  Free 

3,609 

59.7 

1,491 

95.3 

Other 

126 

2.0 

8 

0.5 

Environment 

Prison 

138 

2.3 

19 

1.2 

Hospital 

15 

0.2 

1 

0.1 

Residential 

1,289 

21.3 

543 

34.7 

Day  Care 

27 

0.4 

8 

0.5 

Outpatient 

4,578 

75.7 

994 

63.5 

Sex 

Mai  e 

3,973 

65.7 

1,289 

82.4 

Female 

2,074 

34.3 

276 

17.6 

Race 

White 

3,230 

53.4 

995 

63.6 

B1  ack 

2,378 

39.3 

484 

30.9 

Other  (mostly  Hispanic) 

439 

7.3 

86 

5.5 

Age 

Under  20 

1,262 

20.9 

423 

27.0 

20  - 24 

779 

12.9 

383 

24.5 

25  - 29 

1,252 

20.7 

320 

20.4 

Over  29 

2,754 

45.5 

439 

28.1 

Source:  CODAP 
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TASC  Background  and  Current  Scope  of  Activity  TASC  was  originally  ini- 
tiated in  1972  as  a national  program  through  the  mutual  efforts  of  the  Law 
Enforcement  Assistance  Administration  (LEAA),  NIDA,  and  the  White  House. 

The  program  concept  was  to  stop  the  pattern  of  recurring  criminal  activity 
associated  with  drug  addiction  by  providing  a treatment  alternative  to 
conviction  and  incarceration.  Drug  addicts  accused  of  crimes  could  be 
diverted  from  the  addiction/arrest/  incarceration/release/addiction  cycle 
and  returned  to  a life  of  normal  functioning  in  society.  Since  inception, 
LEAA  funded  approximately  70  TASC  demonstration  programs  throughout  the 
country. 

The  Illinois  TASC  demonstration  program  was  started  in  Cook  County  in  1976. 
An  external  evaluation  conducted  in  1978  indicated  that  "No  TASC  program 
known  to  evaluators  succeeds  in  obtaining  more  across  the  board  respect 
from  the  criminal  justice  system  than  does  Chicago  TASC."  In  recognition 
of  its  success,  the  DDC  contracted  with  TASC  in  1979  to  provide  its  servi- 
ces statewide.  The  Division  of  Alcoholism  also  contracted  with  TASC  for  an 
initial  demonstration  site  in  Rockford  in  FY81  and  began  expansion  in  FY84 
in  the  Belleville  area. 

The  services  of  TASC  are  currently  structured  in  accordance  with  the 
Circuit  Court  boundaries  in  Illinois.  These  boundaries  have  been  clus- 
tered into  eight  areas  of  service  in  order  to  more  efficiently  respond  to 
orders  of  the  court.  Each  of  the  areas  is  supervised  by  a TASC  Area  Co- 
ordinator. 

While  most  of  its  initial  clients  were  heroin  addicts,  TASC  now  serves  a 
wide  range  of  types  of  drug  and  alcohol  abusing  offenders  in  Illinois. 

Case  management  and  diversion  services  for  the  adult  drug  abusing  offender 
are  offered  in  all  21  judicial  circuits  throughout  the  State,  and  similar 
services  for  the  adult  alcohol  abusing  offender  are  currently  offered  in  7 
judicial  circuits.  In  late  1983,  TASC  began  to  offer  services  for  all 
adjudicated  juvenile  offenders  entering  the  Peoria  County  Juvenile  Court, 
and  in  February,  1985  a similar  program  was  implemented  in  the  Cook  County 
Juvenile  Court. 

More  than  12,000  clients  have  been  screened  for  service  since  1976,  approx- 
imately 35%  of  whom  were  accepted  for  treatment.  Approximately  60%  of 
TASC  placed  clients  successfully  complete  six  or  more  months  of  treatment; 
a rate  over  twice  that  for  all  Illinois  drug  treatment  clients.  Also,  the 
criminal  recidivism  rate  (the  percentage  of  rearrests  during  treatment)  is 
less  than  5%  for  TASC-referred  clients. 

Further  data  in  comparison  of  TASC  admissions  with  others  are  shown  in 
Exhibit  III-B-4.  It  should  be  noted  that  the  data  does  not  include  a break- 
out of  alcohol  admissions  or  a comparison  with  all  alcohol  admissions. 
Basically,  this  is  because  TASC  at  first  focused  upon  drug  abuse  admis- 
sions and  few  alcohol  admissions  entered  its  program.  Although  the  num- 
bers entering  treatment  for  alcoholism  are  growing  significantly,  the 
percentage  is  still  small.  In  light  of  the  initiative  concentrating  on 
alcohol  referrals,  the  exhibit  and  the  TASC  data  base  will  be  revised  so 
comparisons  with  TASC  alcohol  admissions  and  those  in  the  rest  of  that 
treatment  population  can  be  made. 
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As  TASC  expanded  its  geographic  areas  of  service  and  as  it  began  to  focus 
on  alcoholism  and  the  relationship  with  the  juvenile  justice  system,  the 
characteristics  of  its  clients  during  the  past  four  years  have  changed: 

Exhibit  III-B-4 

FY84  Comparison  of  TASC  Drug  Treatment  Admissions 
With  All  Drug  Treatment  Admissions 


Characteristics 

Admissions  To 
TASC  (%) 

All  Admissions 
{%) 

Race 

White 

35.9 

55.9 

Black 

58.1 

37.5 

Other 

6.0 

6.6 

Sex 

Male 

83.1 

69.6 

Female 

16.9 

30.4 

Age 

20 

16.0 

24.9 

20-24 

24.7 

15.0 

25-29 

23.1 

22.3 

29 

36.3 

37.8 

Primary  Drug  of  Abuse 

Narcotics 

34.2 

47.1 

Cocaine  and  Amphetamines 

17.0 

18.3 

"T's  and  Blues" 

3.9 

NA 

Marijuana 

12.5 

20.9 

Prior  Arrests 

None 

12.2 

47.1 

More  than  4 

54.3 

11.2 

Prior  Drug  Treatment 

None 

51.0 

46.0 

Source:  TASC  and  CODAP 

White  admissions  have  declined,  Hispanics  increased  slightly,  and 
Blacks  rose  to  58%  of  admissions. 

As  might  be  expected  given  the  lower  arrest  history  practices  for 
women,  the  TASC  population  has  a much  higher  percentage  of  men. 
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. The  under  20  age  group  has  declined  from  22%  to  16?o  but  it  is  ex- 
pected that  the  juvenile  justice  initiative  will  reverse  this  trend. 

. As  in  the  case  with  the  rest  of  the  treatment  population  and 

probably  for  the  same  reasons  as  outlined  in  Chapter  II,  the  20  - 24 
age  group  has  declined  considerably,  the  25  - 29  group  declined 
slightly,  and  the  over  29  group  increased  greatly. 

. The  primary  drug  of  abuse  at  admission  reflects  the  general  drug 

trends,  with  narcotics  remaining  constant  and  cocaine  rising.  While 
marijuana  admissions  have  risen,  the  percentage  is  still  below  that 
of  the  general  population  which  reflects  the  low  percentage  of  under 
20  admissions. 

. The  significantly  lower  percentage  of  admissions  with  no  prior  ar- 
rest history  (one  half  of  what  it  was  four  years  ago)  may  reflect  a 
Court  trend  in  favor  of  first  offenders. 

The  TASC  Model  TASC  works  with  law  enforcement,  and  court  and  corrections 
officials  to  identify  the  substance  abusing  offender  entering  the  Illinois 
CJS.  In  cooperation  with  these  officials,  TASC  has  developed  a mechanism 
for  screening  criminal  offenders,  in  jail  or  out  on  bond,  to  determine  the 
seriousness  of  their  drug  or  alcohol  dependence,  and  their  likelihood  for 
rehabilitation  if  offered  appropriate  treatment. 

Once  a determination  of  the  likelihood  for  rehabilitation  has  been  made, 
TASC  reports  its  findings  to  the  Court.  The  Court,  upon  a review  of  the 
findings  and  consideration  of  the  seriousness  of  the  offense,  may  order 
the  individual  to  TASC.  TASC  then  assumes  the  responsibility  for  monitor- 
ing the  offender's  release  to  the  community  for  treatment.  TASC  monitor- 
ing is  conducted  with  recognition  of  the  community's  concern  for  safety 
and  to  ensure  compliance  with  the  conditions  of  the  offender's  release. 
Frequent  regular  reports  regarding  an  offender's  progress  in  treatment  are 
given  to  the  Court  and  other  appropriate  CJS  officials. 

In  partnership  with  the  judge,  probation  officer,  prosecutor,  and  law 
enforcement  officials,  TASC  offers  offenders  opportunities  for  personal 
change  and  rehabilitation.  The  TASC  program  is  voluntary;  it  is  also 
strict.  TASC  will  not  serve  violent  offenders  or  major  drug  pushers. 
Offenders  who  fail  to  complete  their  treatment  or  rehabilitation  are 
brought  back  before  the  Court  for  further  prosecution  of  jail  sentencing, 
depending  on  their  criminal  justice  status,  and  may  be  sentenced  to  the 
maximum  sentence  permissible. 

TASC  Service  Projections  FY86  - FY88  The  expansion  of  TASC  case  manage- 
ment and  diversion  services  to  serve  both  the  adult  alcohol  abusing  and 
the  juvenile  substance  abusing  offender  populations  is  based  on  policy 
directions  set  forth  at  the  state  and  federal  level.  The  1982  Illinois 
State  Health  Plan  recommended  that  by  1985  DMH/DD  should  "determine  the 
appropriate  level  of  expansion  for  inclusion  of  alcohol  abusers  and  ju- 
veniles in  the  TASC  program."  And,  in  identifying  broad  policy  directions 
under  consideration  in  the  area  of  CJS  services,  the  DDC  Human  Services 
Plan  for  FY81-83  and  the  DMH/DD  State  Plan  stressed  emphasis  on  the  explo- 
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ration  of  other  offender  populations  requiring  intervention,  i.e.,  alcohol- 
ics, and  juveniles. 

At  the  federal  level,  the  Justice  Assistance  Act  of  1984  established  the 
Bureau  of  Justice  Assistance  and  authorized  it  to  provide  block  grants  to 
states  to  carry  out  programs  which  had  a high  probability  of  improving  the 
functioning  of  the  CJS.  Among  the  program  areas  eligible  for  funding 
under  the  Act  are:  Identification  and  processing  within  the  criminal 

justice  system  persons  (including  juvenile  offenders)  with  a history  of 
serious  criminal  conduct;  programs  which  meet  the  needs  of  drug-dependent 
offenders;  and  programs  which  alleviate  prison  and  jail  overcrowding. 

Services  to  the  Alcohol  Abusing  Offender  According  to  NIAAA  statistics, 
of  the  564,775  Crime  Index  offenses  in  Illinois  in  1981,  129,000  offenses 
were  committed  by  offenders  who  had  been  drinking  heavily  at  the  time  of 
offense.  Based  on  self-report  data,  of  the  10,467  offenders  entering 
Illinois  Department  of  Corrections  facilities  in  1982,  15.4%  or  1612  were 
alcoholics  or  heavy  drinkers.  In  addition,  40%  of  habitual  offenders  re- 
port a pattern  of  heavy  drinking. 

While  there  has  been  little  causal  analysis  of  the  relationship  between 
drinking  problems  and  criminal  behavior  during  and  after  drinking,  studies 
do  show  that  problem  drinkers  are  more  likely  than  other  offenders  to  have 
been  drinking  at  the  time  of  the  crime.  Also,  alcoholics  and  problem 
drinkers  observed  in  treatment  samples  have  far  greater  criminal  records 
than  the  general  population. 

In  Illinois,  experience  has  shown  that  the  number  of  clients  screened  for 
TASC  services  has  doubled  when  services  for  the  alcoholic  offender  are 
available.  For  example  in  FY84  150  offenders  were  screened  for  drug 
abuse  services  through  the  TASC  Rockford  office.  An  additional  142  of- 
fenders were  screened  for  alcohol  services.  During  the  first  nine  months 
of  services  to  the  alcoholic  offender  in  Belleville,  71  offenders  were  scre- 
ened for  alcohol  services  and  98  screened  for  drug  services.  Therefore, 
the  potential  exists  for  TASC  to  screen  nearly  equal  numbers  of  alcohol 
and  substance  abusing  offenders,  or  as  many  as  2200  alcoholic  offenders, 
on  a yearly  basis. 

TASC  Alcohol  expansion  for  FY85  included  services  in  the  14th  circuit. 

Rock  Island;  1st  and  2nd  Circuits  in  Murphysboro;  and  expansion  to  include 
all  circuits  serviced  by  Rockford  and  Belleville  offices.  It  is  projected 
that  an  additional  265  clients  will  be  screened  for  TASC  services  for  the 
alcoholic  offender  in  FY85. 

In  FY86,  TASC  projects  screening  of  an  additional  780  alcohol  abusing  of- 
fenders by  providing  criminal  justice  services  in  Cook  County,  the  4th  - 
13th  judicial  circuits  and  the  16th,  18th  and  19th  circuits.  With  this 
expansion  all  counties  and  judicial  circuits  in  Illinois  will  have  access 
to  TASC/CJS  services  for  the  alcohol  and  substance  abusing  offender. 

In  FY86,  TASC  projects  that  approximately  1000  alcohol  offender  clients 
will  be  screened  for  services.  As  these  services  are  developed  and  insti- 
tutionalized, TASC  expects  to  screen  1500  such  clients  in  FY87  and  between 
1800  and  2000  clients  in  FY88. 
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Services  to  the  Juvenile  Substance  Abusing  Offender  Historically,  the 
partnership  between  TASC,  the  drug  abuse  treatment  system,  and  the  CJS  has 
focused  on  the  needs  of  the  adult  substance  abusing  offender.  Recently, 
various  legislative,  executive,  and  citizen  groups  have  directed  their 
attention  to  the  needs  of  juveniles  generally  and  specifically  to  the 
needs  of  increasing  numbers  of  Illinois  youth  who  come  into  contact  with 
the  juvenile  justice  system.  TASC  demonstration  projects  in  Peoria  and 
Cook  County  support  the  need  for  screening,  referral,  and  treatment 
services  for  alcohol/substance  abusing  juvenile  offenders.  Problems  most 
often  identified  in  meeting  the  needs  of  this  special  population  are  the 
lack  of  coordinated  planning  between  various  state  and  private  agencies 
providing  services  and  the  lack  of  coordination  of  program  design  and 
funding  to  develop  additional  youth  treatment  services. 

Currently  DASA  and  DCFS  have  begun  to  coordinate  efforts  to  design 
appropriate  programs  for  juvenile  alcohol/substance  abusing  offenders. 
Providing  such  programs  will  require  that  certain  systematic  and  program- 
matic issues  be  addressed,  such  as  treatment  availability  and  staff  train- 
ing in  the  area  of  diagnosis,  assessment,  and  treatment  needs  of  juveniles. 

In  FY86-88,  TASC  proposes  to  continue  to  provide  case  management  and 
diversion  services  for  these  juvenile  offenders  and  offer  such  services  to 
each  circuit  court  in  the  state.  Based  on  analysis  of  data  in  each  of  the 
TASC  Service  Areas  throughout  the  state  and  an  analysis  of  TASC's  internal 
capabilities,  TASC  proposes  to  screen  approximately  1,200  juveniles  in 
FY87  and  approximately  1,600  juveniles  in  FY88.  Based  on  TASC  experience 
with  juvenile  offenders  and  other  current  research  findings,  it  can  be  esti- 
mated that  40%  of  the  clients  screened  (a  total  of  1,200)  for  that  two 
year  period,  will  require  placement  in  an  outpatient  or  residential 
treatment  program. 

The  state  mandates  for  community-based  youth  service  systems  (SB  1500), 
and  the  need  for  development  of  a statewide  comprehensive  service  system 
for  al cohol /substance  abusing  juvenile  offenders  is  a major  issue  for 
DASA,  TASC,  DCFS  and  other  concerned  groups.  System  design,  coordinated 
planning,  and  significant  funding  issues  must  be  addressed. 

In  addition  to  the  services  described  above,  there  is  a need  for  treatment 
and  case  management  services  within  the  Juvenile  Division  of  the  Illinois 
DOC.  There  is  extensive  data  to  support  this  need.  For  example,  a 1984 
Behavioral  Research  Institute  study  demonstrated  the  prevalence  of 
alcohol/substance  abuse  among  the  seriously  delinquent  population.  The 
assessment  of  late  adolescent  youth  (aged  15-20),  who  were  labeled  as 
serious  offenders  (three  or  more  Index  Crime  offenses)  revealed  that  50% 
to  82%  reported  illicit  drug  use  including  multiple  drugs  and  negative 
social  consequences. 

The  intake  process  of  the  Juvenile  Division  of  the  DOC  includes  a brief 
assessment  of  the  youth's  past  drug  and  alcohol  use.  During  1984,  of  1,088 
youth  admitted,  395  (36%)  were  determined  to  be  frequent  or  addictive 
users  of  drugs  and/or  alcohol.  During  incarceration,  no  system  for  evalu- 
ating and  treating  these  youth  exists,  and  the  same  problems  remain  upon 
release  to  the  community. 
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The  prevalence  of  alcohol/substance  abuse  among  serious  delinquent  of- 
fenders is  clear.  In  order  to  effectively  intervene  and  address  the  pro- 
blem, a case  management  system  is  also  appropriate  in  the  Juvenile  Divi- 
sion of  the  DOC.  The  Department  is  supportive  of  DOC's  need  to  develop 
these  programs. 

Discussions  have  occurred  between  TASC  and  DOC  regarding  the  development 
of  this  type  of  program  and  system  to  insure  a transition  to  community 
services  upon  release  for  those  youth  treated  for  al cohol /substance  abuse 
while  incarcerated.  Most  of  the  youth  participating  in  the  institution 
treatment  programs  will  be  in  need  of  continued  treatment  or  supportive 
services  upon  their  release. 


DRIVING  UNDER  THE  INFLUENCE  (DUI) 

When  the  first  Driving  While  Intoxicated  (DWI)  law  in  Illinois  was  passed 
in  1972,  it  soon  proved  too  cumbersome  to  serve  as  an  effective  deterrent. 
The  percentage  of  arrested  DWI  offenders  who  were  subsequently  convicted 
dropped  from  66%  in  1971  to  29%  in  1981.  Accident  statistics  continued  to 
reflect  a high  level  of  death  and  injury  on  the  highways  directly  attribu- 
table to  DWI.  As  a result,  new  legislation  was  passed  in  1981,  was  re- 
named the  Driving  Under  the  Influence  (DUI)  Act,  was  expanded  to  cover 
alcohol  and  other  drugs,  and  became  effective  January  1,  1982.  The  new 
law  was  realistic  in  terms  of  enforcement  and  carried  much  tougher 
penalties.  It  altered  chemical  testing  procedures,  changed  the  admis- 
sibility of  evidence,  increased  the  penalty  for  implied  consent  testing, 
and  required  that  reports  of  referrals  to  remedial  education  programs  be 
reported  to  the  Secretary  of  State  for  entry  on  the  driver  record.  The 
results  were  quickly  apparent.  Illinois  State  Police  DUI  arrests  during 
1983  increased  86  % over  1981  DUI  arrests.  In  1983,  7,719  persons  were 
convicted,  up  25  percent  from  1982  and  up  81%  from  1981.  Nevertheless, 
despite  a decline,  in  1983  drinking  drivers  were  involved  in  vehicle 
accidents  that  killed  nearly  800  persons.  During  1983  legislation  was 
considered  that  would  provide  additional  tools  for  identifying  repeat  DUI 
offenders  and  this  supplementing  legislation  became  effective  January  1, 
1984. 

However,  during  the  1983  debate  it  became  apparent  that  an  effective  DUI 
law  could  not  consider  only  punitive  enforcement  measures  and  what  was 
really  needed  was  a broad  spectrum  approach  by  both  private  citizens  and 
organizations  and  public  organizations.  Such  an  approach  would  require 
educational  prevention  efforts,  remedial  education,  early  intervention, 
and  treatment,  all  coordinated  in  a comprehensive  planning  and  funding 
strategy. 

Governmental  activities  on  the  federal  level  to  develop  public  policy  and 
focus  attention  culminated  in  a November,  1983,  Presidential  Commission  on 
Drunk  Driving  Final  Report.  In  late  1983,  the  Governor  appointed  a Task 
Force  chaired  by  the  Illinois  Secretary  of  State.  The  Task  Force,  utiliz- 
ing the  Presidential  Report  as  a base,  was  divided  into  four  committees: 
Funding  and  Administrative  Activities;  Community  Action,  Public  Informa- 
tion and  Education;  Rehabilitation  and  Treatment;  and  Enforcement  and 
Adjudication.  The  Task  Force  has  produced  an  Interim  Report  for  the 
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Governor  and  will  submit  a final  report  in  mid-1985.  The  Interim  Report 
has  been  given  wide  circulation  and  comments  are  now  being  sought  from  all 
sections  of  the  State  both  private  and  public.  The  breadth  of  the  recom- 
mendations can  be  seen  in  the  twelve  areas  covered;  Public  Awareness, 

Public  Education,  Community  Action,  Victim's  Rights,  Alcoholic  Beverage 
Industry  Involvement,  Systems  Support,  Enforcement,  Prosecution,  Adjudi- 
cation, Licensing  Administration,  Remedial  Education  and  Treatment,  and 
Funding. 

Although  almost  all  of  the  recommendations  have  an  impact  on  state  agen- 
cies concerned  with  the  public  health  and  safety,  some  recommendations 
have  a more  direct  potential  impact  on  DASA: 

. As  a basis  for  early  intervention,  there  should  be  an  evaluation 
before  sentencing  whether  there  is  an  alcohol  and/or  drug  problem. 

Such  an  evaluation  component  with  an  appropriate  classification  sys- 
tem is  to  be  developed  and  criteria  defined  for  the  certification  of 
individuals  authorized  to  make  DUI  evaluations. 

. For  those  evaluated  to  be  in  need  of  remedial  education  there  should 
be  developed  a statewide  network  of  such  remedial  education. 

. For  those  in  need  of  assistance  beyond  remedial  education,  i.e. 

those  with  an  alcohol  and/or  drug  problem,  treatment  should  be  made 
avail abl e. 

An  internal  staff  review  of  the  Interim  Report  points  out  several  areas 
where  DASA  has  responsibilities:  Public  Information;  Public  Education; 
Community  Action  and  Involvement,  and  Assessment,  Remedial  Education  and 
Treatment. 

. Public  Awareness  DASA  will  plan  and  coordinate  efforts  with  other 
state  agencies  and  organizations  that  can  create  long  term  changes 
in  attitude  and  behavior.  DASA  recognizes  that  it  is  essential  that 
the  public  maintain,  beyond  an  initial  campaign,  an  interest  in  elimi- 
nating the  human  and  societal  costs  caused  by  impaired  drivers.  The 
Department's  public  awareness  effort  must  promote  a new  social  norm 
and  encourage  the  individual  to  take  positive  actions  necessary  to 
prevent  DUI.  Efforts  need  to  be  targeted  at  the  establishment  of  a 
clear  consistent  norm  that  driving  under  the  influence  is  irrespon- 
sible and  unacceptable  as  well  as  illegal. 

. Public  Education  DASA  will  work  with  the  appropriate  agencies  and 
organizations  to  develop  and  support  educational  programs  on  alcohol 
and  other  drugs  and  highway  safety  that  target  children  and  youth  in 
grades  K-12  in  public  and  private  schools.  This  early  education  can 
be  reinforced  through  expanded  curricula  in  the  areas  of  highway 
safety  as  young  people  approach  the  driving  age. 

. Community  Action  and  Involvement  DASA  recognizes  the  ultimate 
solution  to  DUI  depends  on  community  and  individual  interest  and 
involvement  with  the  issue.  DASA  will  encourage  programs  that 
target  local  problems  and  are  coordinated  to  efficiently  use  the 
available  resources.  DASA  will  encourage  the  linking  of  efforts  of 
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citizens,  organizations  and  the  private  sector  to  avoid  duplication 
or  implementation  of  overlapping  projects. 


. Assessment,  Remedial  Education  and  Treatment  DASA  believes  that  DUI 
is  one  of  the  significant  indicators  of  alcohol  and/or  other  drug 
abuse  problems  and  supports  the  development  of  an  assessment  instru- 
ment and  procedures  to  ensure  that  the  presence  and  extent  of  an 
al cohol /substance  abuse  problem  is  identified.  Remedial  education 
and/or  treatment  services  must  be  available  to  the  DUI  offender  to 
address  and  intervene  in  the  etiology  factors  involved  in  DUI 
behavior. 

The  Department's  recommendation  to  the  task  force  for  quality  assur- 
ance in  DUI  assessment  and  remedial  education  programs  and  linkage 
for  referral  to  treatment  services  is  that  DASA  should  be 
responsible  for  the  regulation  of  organizations  which  propose  to 
provide  DUI  assessment  and/or  remedial  education  service.  It  would 
be  the  responsibility  of  the  provider  and  a condition  of  DUI 
regulatory  standards  to  employ  professionals  who  would,  by  education 
and  experience,  be  qualified  to  conduct  DUI  assessments  or  provide 
remedial  education  services.  DASA,  by  Rule,  would  maintain  review 
and  approval  authority  over  the  standards  and  criteria  that  are 
established  to  qualify  individuals. 

. Treatment  services  for  alcohol  and  substance  abuse  problems,  whether 
accessed  as  a result  of  a DUI  referral  or  other  usual  access  routes, 
are  licensed  under  existing  licensure  laws.  DPH  licenses  alcohol 
treatment  programs  and  DASA  licenses  drug  abuse  treatment  services. 
(See  Chapter  I for  discussion  of  treatment  program  licensure  status.) 

DUI  is  a complex  problem.  The  Department  will  work  to  the  objective  that 
the  current  level  of  awareness  and  attention  to  the  human  and  societal 
costs  of  this  problem  does  continue  over  the  coming  years,  recognizing 
that  passage  of  new  laws  and  establishing  rules,  alone,  will  not  eradicate 
the  problem. 


FAMILY  VIOLENCE 

There  has  been  a growing  recognition  of  the  phenomenon  of  spouse  and  child 
abuse  and  in  recent  years,  parent  abuse  particularly  of  the  elderly,  occur- 
ring among  all  strata  of  society.  However,  there  has  been  scant  formal 
recognition  accorded  to  the  involvement  of  drug  and  alcohol  abuse  in  the 
incidence  of  family  violence.  Little  research  has  been  done  which  docu- 
ments the  involvement  of  alcohol  in  family  violence  with  even  less  infor- 
mation on  drug  abuse  involvement. 

Yet  the  majority  of  media  accounts  of  family  violence  portray  situations 
where  alcohol  or  drugs  have  been  contributing  factors.  A 1982  study  of 
battered  women  by  the  Illinois  Coalition  Against  Domestic  Violence  report- 
ed that  42%  of  the  abusers  drank  daily,  59%  were  drinking  during  the  last 
episode  of  abuse  and  83%  tended  to  be  abusive  when  drinking.  The  bulk  of 
the  limited  research  done  on  the  involvement  of  substance  abuse  in  family 
violence  cites  alcoholism  or  excessive  drinking  in  45-68%  of  spouse  abuse 
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cases.  Estimates  of  alcoholism  in  child  abuse  cases  are  considerably 
higher,  but  this  is  not  documented.  Separate  statistics  on  drug  abuse 
impact  do  not  seem  to  be  available  at  this  time. 

Even  with  this  growing  perception,  there  has  been  little  emphasis  on 
treating  both  problems.  In  a set  of  interviews  documented  in  the  winter 
1983/84  Alcohol  Health  and  Research  World,  most  professionals  interviewed 
in  the  family  violence  field  felt  that  their  agency  staff  did  not  know  how 
to  recognize  and  deal  with  client  problems  associated  with  alcoholism. 

Many  of  the  alcoholism  professionals  interviewed  did  not  know  how  to  recog 
nize  and  deal  with  client  problems  associated  with  domestic  violence. 

To  professionals  in  the  al cohol /substance  abuse  field,  this  lack  of  recog- 
nition and  absence  of  data  and  research  on  the  inter-rel atedness  of 
alcohol/  substance  abuse  and  family  violence  represents  a major  obstacle 
to  developing  the  formal  networking  which  can  lead  to  appropriate  inter- 
vention and  treatment  services. 

The  lack  of  collaborative  intervention  and  treatment  strategies  between 
the  child  protective  and  al cohol /substance  abuse  providers  indicates  a 
need  for  training  and  education  to  increase  both  groups  awareness  of  prob- 
lems faced  by  victims  and  perpetrators  of  alcohol  and  drug  related  family 
viol ence. 

A long-term  problematic  issue  for  alcohol  and  drug  treatment  professionals 
has  been  the  conflict  between  the  Illinois  state  law  requiring  them  to 
report  child  abuse  and  neglect  and  Federal  Alcohol  and  Drug  Abuse  Confi- 
dentiality regulations  which  prohibit  such  reports  without  a systematic 
consent-related  process.  This  conflict  causes  much  confusion  and  contro- 
versy regarding  how  alcoholism  and  drug  abuse  treatment  personnel  should 
respond  if  they  are  aware  of  potential  or  actual  child  abuse  or  neglect 
problems  during  treatment  of  the  adult. 

An  interagency  agreement  is  necessary  in  Illinois  to  expedite  an  exchange 
of  information  and  services  on  child  abuse  and  neglect  that  would  be  con- 
sistent with  the  federal  requirements  for  confidentiality  of  alcohol  and 
drug  abuse  patient  records.  A joint  effort  is  necessary  between  alcohol 
and  drug  treatment  agencies  and  child  protective  services  with  procedures 
for  interagency  referrals  for  appropriate  diagnosis,  treatment  and  consul- 
tation. 

DASA  has  already  started  to  work  with  DCFS  to  reach  a State  level  agree- 
ment which  could,  by  contract  stipulation,  provide  the  necessary 
protection  for  the  providers  funded  by  both  State  Departments. 

There  is  no  existing  documentation  of  the  relationship  between  alcohol/ 
substance  abuse  and  abuse  of  parents  or  the  elderly. 

Treatment  and  prevention  strategies  must  be  jointly  developed  to  deal  with 
these  problems.  Efforts  should  be  made  to  educate  and  train  service  pro- 
viders in  the  specific  treatment  needs  of  victims  of  alcohol/substance 
abuse  related  family  violence,  including  strategies  for  increasing  collabo 
ration  between  treatment  agencies  and  family  violence  services. 
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Research  on  these  subjects  should  be  pursued  and  information  sharing  on  a 
data  base  format  should  be  developed. 


SUMMARY  COMMENTS 

From  this  inclusive  discussion,  it  is  apparent  that  this  service  category 
of  intervention  covers  a wide  range  of  types  of  interventions  as  well  as 
differing  levels  of  interventions  from  social,  therapeutic  and  legal  per- 
spectives and  service  delivery  departure  points.  Future  DASA’classifi- 
cation  and  funding  strategies  are  dependent  on  a clearer  criteria  and 
definitional  basis  for  this  service  category.  There  is  a perceived  con- 
sensus that  intervention  in  earlier  stages  of  a person's  problem  of  alco- 
hol or  drug  addiction  is  a useful  and  desirable  service  and  should  be  sup- 
ported through  system  development  strategies  which  are  based  on  clarified 
criteria. 
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P.A.  83-969,  111.  Rev.  Stat.,  Ch.  Ill  1/2,  par.  6301 
et.  seq. 

Paragraph  6 requires  the  development  of  a compre- 
hensive program  of  treatment  and  a comprehensive 
program  requires  a treatment  element  known  as 
Aftercare  for  those  in  need  of  post- treatment 
supportive  aid. 

Subparagraph  (u)  To  utilize  the  support  and  assist- 
ance of  interested  persons  in  the  community,  particu- 
larly recovered  addicts  and  alcoholics,  to  encourage 
clients  voluntarily  to  undergo  treatment. 
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CHAPTER  III 


SUBSECTION  C:  TREATMENT  AND  REHABILITATION 

INTRODUCTION 

This  chapter  will  focus  upon  the  existing  alcoholism  treatment  continuum 
of  services  and  the  modality  focused  drug  abuse  treatment  system.  The  two 
systems  have,  to  a degree,  different  historical  backgrounds  of  development 
and  these  differences  are  reflected  in  the  existing  systems.  However,  it 
has  become  increasingly  clear  that  these  two  backgrounds  with  different 
starting  points  are  converging  and  this  convergence,  itself,  was  an  impor- 
tant factor  in  the  decision  to  create  the  new  Department  by  merging  the 
Division  of  Alcoholism  and  the  Dangerous  Drugs  Commission  as  outlined  in 
the  first  chapter  of  this  plan. 

The  Alcoholism  and  Intoxication  Treatment  Act,  passed  in  Illinois  in  1974, 
amended  and  enacted  July  1,  1976  was  based  upon  the  principles  of  the 
Uniform  Alcoholism  and  Intoxication  Treatment  Act,  a federal  legislative 
initiative  begun  in  the  early  '70's,  which  was  designed  to  assist  states 
in  the  development  of  public  health  approaches  and  service  systems  based 
on  this  federal  model.  The  essential  elements  of  this  Uniform  Act  were: 

1)  adoption  of  policies  that  recognized  alcoholism  as  an  illness,  2)  re- 
moval of  criminal  penalties  for  public  intoxication,  3)  establishment  of  a 
"comprehensive  continuum  of  care"  treatment  system  providing  a broad  range 
of  necessary  services,  and  4)  injunction  that  State  law  allow  for  the  volun- 
tary treatment  of  the  alcoholic  and  not  deny  treatment  solely  on  the  basis 
of  withdrawal  from  treatment  against  advice,  or  because  of  relapse  follow- 
ing a previous  treatment  episode. 

The  enactment  of  this  federal  legislative  initiative  followed  several  key 
statements  and  court  decisions.  The  World  Health  Organization  and  the 
American  Medical  Association  in  the  1950' s declared  that  alcoholism  is  a 
disease  and  should  be  treated  as  a medical  problem.  The  Supreme  Court 
case  of  Easter  vs.  the  District  of  Columbia  held  that  alcoholism  is  a 
disease  and  subsequent  cases  held  that  the  conviction  of  a homeless  alco- 
holic for  public  intoxication  constituted  cruel  and  unusual  punishment, 
and  was  a violation  of  the  eighth  amendment  of  the  U.S.  Constitution. 
Preceding  all  of  this  was  the  firm  belief  based  on  the  success  of  A. A. 
that  the  abstinence  model  of  recovery  was  the  only  appropriate  form  of 
treatment  for  persons  who  were  alcoholics. 

Although  great  progress  has  been  made  in  the  detection,  diagnosis,  and 
treatment  of  alcoholism,  the  stigma  frequently  attached  to  alcoholism 
remains  a major  obstacle  to  the  development  of  a full  and  effective  con- 
tinuum of  treatment.  This  stigma  can  be  attributed  to  the  behavior  of 
many  non-alcoholics;  behaviors  which  look  exactly  the  same  as  the  manifest 
symptoms  of  the  disease  itself,  i.e.,  intoxication.  Persons  who  drink  too 
much  and  get  drunk,  but  are  not  addicted,  are  quite  different  from,  and 
possibly  in  need  of  a different  intervention  and  treatment  approach  from 
those  persons  who  are  addicted  and  compulsively  drink  to  a state  of  drunk- 
enness. An  additional  aspect  is  that  scientific  research  has  begun  to 
focus,  upon  different  types  of  alcoholics  of  which  the  "Beta"  type  became 
accepted  as  the  classic  alcoholic.  But  it  has  been  recognized  that  there 
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are  other  types  characterized  as  the  "Alpha",  "Gamma",  and  "Delta"  whose 
different  dynamic  stages  and  needs  could  impact  upon  the  treatment  system  . 

The  early  development  of  the  drug  abuse  treatment  system  was  quite  dif- 
ferent and  took  place  under  the  cloud  of  the  excesses  of  the  1960's,  the 
belief  that  the  nation  faced  a veritable  epidemic  of  drug  abuse,  and  the 
simple  fact  that,  unlike  alcohol,  the  substances  used  were  illegally  ob- 
tained. Particular  attention  was  given  to  heroin  abuse  and  its  connection 
with  criminal  behavior,  and  the  early  development  of  the  Methadone  Main- 
tenance system  of  treatment  was  strongly  related  to  a national  program  of 
prevention  of  crime  in  the  streets.  In  addition,  there  was  great  public  con 
cern  as  to  the  youthful  ness  of  many  of  these  abusers.  All  of  this  led  to 
the  initial  belief  that  the  type  of  drug  abused  and  to  some  extent  the 
social  characteristics  of  the  abuser  were  the  defining  factors  in  the  type 
of  treatment  needed. 

Although  the  drug  abuse  treatment  system  did  take  into  account  the  need 
for  a continuum  of  treatment,  there  was  less  emphasis  upon  this  and  more 
upon  the  particular  drug  abused  and  the  development  of  an  appropriate 
modality.  In  recent  years,  however,  two  developments  have  begun  to  change 
this  orientation.  Recent  practice  focuses  not  so  much  upon  the  specific 
drug  abused  as  upon  the  addictive  psychology  or  personality  of  some  indi- 
viduals that  places  them  in  continuing  danger  of  succumbing  to  the  abuse 
of  drugs  and  on  a treatment  system  that  recognizes  this  aspect  and  the 
need  for  a supportive  continuum  of  treatment. 

There  is  growing  evidence  that,  at  least  in  the  case  of  some  drugs,  there 
are  genetic  factors  involved  in  the  abuse  of  drugs.  One  theory  is  that 
the  body  produces  morphine  itself  and  that  a person  whose  system,  by  inher- 
itance, does  not  produce  sufficient  morphine  will  "sel f-medicate"  when  he 
discovers  the  drug  that  alleviates  this  lack. 

Thus,  in  its  simplest  form,  current  alcoholism  theory  developed  with  absti- 
nence as  the  goal  and  the  recognition  of  alcoholism  as  a disease  and  went 
on  to  the  recognition  that  possibly  there  are  distinct  types  of  alcoholics 
in  need  of  tailored  treatment  modes.  Drug  abuse  started  out  with  the  recog 
nition  of  distinct  types  of  drug  abusers  as  defined  by  the  specific  drug 
abused  and  now  has  entered  upon  a recognition  of  genetic  factors  and  the 
importance  of  the  characteristics  of  those  prone  to  abuse  of  substances. 

Finally,  there  developed  a growing  recognition  of  multidrug  abuse  and 
addiction,  particularly  involving  alcohol  with  other  drugs,  and  that  this 
required  a rethinking  of  the  treatment  needs  of  the  abusing  population. 

Bringing  these  two  systems  into  a coordinated  conceptual  model  and  a prac- 
tical approach  to  a continuum  of  treatment  and  prevention  services  is  one 
overarching  goal  of  DASA. 


COMMUNITY  BASED  ALCOHOLISM  SERVICE  SYSTEM 

There  are  currently  five  categories  of  alcoholism  treatment  services  and 
two  different  types  of  formal  alcoholism  maintenance  services  which  form 
the  foundation  of  the  existing  community  based  continuum  of  alcoholism 
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services.  The  reader  should  note  the  use  of  the  term  maintenance  here 
which  is  but  one  example  of  the  definitional  problems  faced  by  the  new 
Department.  As  will  be  seen  below.  Methadone  Maintenance  in  the  drug 
field  has  a quite  distinct  and  limited  meaning.  In  the  alcohol  field  it 
has  another  meaning  which,  in  the  rules  and  regulations,  is  defined  as: 

"An  aggregate  of  methods  designed  to  sustain  the  current  level  of  function- 
ing and  well-being  and  to  obviate  the  need  for  a more  restrictive  environ- 
ment for  persons  who  have  serious  ongoing  impairment." 

There  is  a large  and  continually  growing  number  of  privately  funded  alco- 
holism treatment  programs  in  hospitals  and  free  standing  settings.  The 
largest  growth  in  the  private  sector  is  for  outpatient  services.  Many  of 
these  programs  are  for  "chemical  dependency",  but  there  are  no  reporting 
systems  currently  in  place  to  quantify  these  services.  Hospitals  do  re- 
port broad  category  data  to  DPH  annually  but  there  is  no  comparative  for- 
mat with  Emergency  Room  Survey  data. 

Services  are  currently  funded  by  DASA  via  the  grant-in-aid,  fee-for- 
service  grant,  or  purchase  care  reimbursement  mechanisms.  Services  are 
classified  as: 

Event  Mode  - hours  of  service 

Day  Mode  - portions  of  a day  or  evening  - usually  4-8  hours 

Residential  Mode  - when  the  client  resides  in  the  program  setting 

overnight  - 24  hour  services 

Detoxification  Services  There  are  two  specific  types  of  detoxification 
services  provided  in  Illinois.  These  are  1)  social  setting,  and  2)  medi- 
cal detoxification  in  either  a hospital  or  non-hospital  setting  which  have 
as  their  purpose  the  stabilization  of  the  intoxicated  person. 

Social  Setting  Detoxification  is  a non-hospital,  medically  sup- 
ported, program  which  provides  short-term  residential  services  and 
serves  two  purposes  1)  the  physical  and  psychological  stabilization 
of  the  intoxicated  person  and  2)  the  encouragement  of  these  persons 
to  continue  into  the  treatment  continuum.  Social  Setting  Detoxifi- 
cation centers  are  specifically  designed  to  be  entry  points  into  the 
alcoholism  treatment  system.  Social  Setting  Detoxification  centers 
located  in  large  cities  may  also  operate  a reception/screening 
center  as  a first  phase  component  of  the  program. 

Persons  admitted  to  Social  Setting  Detoxification  centers  are  intox- 
icated or  incapacitated  due  to  alcohol.  All  detoxification  programs 
must  have  written  agreements  with  backup  medical  facilities  to  pro- 
vide emergency  assessment  and  screening,  intervention,  treatment  and 
admission  access  for  clients  in  need  of  acute  medical  care.  Persons 
who  are  exhibiting  acute  medical  problems,  who  are  unconscious  or 
extremely  disruptive,  combative,  with  uncontrollable  behavior  or 
psychiatric  problems  are  not  admitted  but  referred  to  a hospital  for 
medical  care. 

Medical  Detoxification  Services  may  be  provided  in  an  acute  care 
hospital  or  a free  standing  facility  and  offer  immediate  medical 
evaluation,  and  medical  detoxification.  The  purpose  of  Medical 
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Detoxification  is  for  the  medical  evaluation/intervention  and  psycho 
logical  restoration  of  the  intoxicated  or  incapacitated  individual 
experiencing  complications  during  withdrawal  which  require  medical 
care  and/or  the  administration  of  medication.  Medical  Detoxifica- 
tion services  may  be  used  to  provide  services  to  those  persons  who 
would  be  served  by  the  social  setting  detoxification  program  cri- 
teria when  these  services  are  not  available  in  the  area.  Medical 
Detoxification  services  are  also  designed  to  be  entry  points  into 
the  alcoholism  treatment  system. 

Ambulatory  Detoxification  Services  are  non-residential  programs 
which  provide  medical  detoxification  services  on  an  Outpatient  basis 
Persons  whose  physical  and/or  emotional  status  allows  them  to  func- 
tion in  their  usual  environment  may  receive  services  in  this  program 
Persons  are  admitted  to  Ambulatory  Detoxification  programs  who  are 
intoxicated  but  not  incapacitated  due  to  alcohol.  The  service  is 
designed  to  be  an  entry  point  into  the  alcoholism  treatment  system. 
Ambulatory  Detoxification  services  are  currently  being  developed  on 
a demonstration  basis  in  East  St.  Louis.  The  model  was  adopted  from 
the  Georgia  service  system  developed  over  the  past  eight  years  and 
may  be  an  appropriate  alternative  in  resolving  inner  city  and  rural 
issues  of  treatment  availability.  The  study  of  this  will  also  de- 
velop certification  standards  recommendations  for  funding  and  licen- 
sure for  this  new  modality. 

There  are  23  Social  Setting  and  two  Non-Hospital  Medical  Detoxification 

centers  receiving  State  funds.  These  DASA  funded  centers  provided  over 

90,000  days  of  care  to  approximately  14,000  admissions  in  FY84, 

Some  of  the  issues  under  study  in  the  alcoholism  detoxification  treatment 

system  include: 

. Analysis  of  current  detoxification  client  profiles  with  specific 
consideration  given  to  drug  use,  abuse  and  addiction 

. Need  for  additional  medical  assessment  and  emergency  care  backup 
support 

. Impact  of  the  homeless  on  the  detoxification  treatment  system 

. Need  for  additional  alternatives  for  chronic  clients 

. Analysis  of  current  staffing  patterns  and  qual il f ications  to  develop 
criteria  and  ratios  for  program  standards 

. Needs  for  training  support 

. Review  economy  of  scale  for  development  of  policies  relating  to 
size  of  units  and/or  development  of  co-located  treatment  units 

. Multiple  disability  client  groups  needs  and  service  networking 
referral  practices  and  patterns 

A number  of  these  issues  are  addressed  in  the  extended  outline  of  the 
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current  study  of  Social  Setting  Detoxification  services  discussed  at  the 
end  of  this  overview  section. 

Residential  Rehabilitation  Programs  provide  an  intensive  short-  term  16-30 
day  alcoholism  treatment  service.  The  purpose  of  a Residential 
Rehabilitation  program  is  to  eliminate  alcohol  consumption  in  a structured 
program  to  reduce  social  dysfunction,  and  the  adverse  consequences  associ- 
ated with  alcohol  abuse  for  persons  whose  physical  or  psychological  status 
does  not  allow  them  to  function  in  their  usual  environment  during  the 
first  phase  of  treatment. 

Residential  Rehabilitation  programs  are  not  specifically  designed  to  be 
entry  points  into  the  alcoholism  treatment  system.  Candidates  for 
admission  are  screened  for  referral  in  an  ambulatory  assessment  or  detox- 
ification setting.  Ambulatory  assessment  may  include  an  alcoholism 
Outpatient  program,  physician's  office,  hospital  emergency  room,  case 
manager  or  assessment  team.  Persons  are  sober  at  the  time  of  their 
admission,  although  this  may  follow  a detoxification  period  within  the 
same  treatment  unit  when  detoxification  and  rehabilitation  services  are 
co-located,  or  in  hospital  based  units. 

Residential  Rehabilitation  services  are  located  in  free  standing  community 
facilities,  non-hospital  medical  facilities,  or  within  acute  care  or 
special  hospitals.  The  alcoholism  treatment  services  provided  in  each 
setting  are  basically  similar,  although  hospital  programs  have  the  capaci- 
ty to  provide  a range  of  medical  services  to  persons  with  physical  or 
psychiatric  complications,  while  non-hospital  programs  arrange  for  these 
services  through  referrals. 

There  are  22  free  standing  community  based  Residential  Rehabilitation 
programs  receiving  State  funding,  which  provided  over  80,000  days  of 
service  to  3,380  clients  in  FY84. 

Some  of  the  issues  under  study  relating  to  Residential  Rehabilitation 
Services  include: 

. Increasing  access  to  client  fees  and  third  party  reimbursememt  sys- 
tems. The  HCFA  project  (See  Chapter  IV)  has  involved  nine  downstate 
and  three  metropolitan  Chicago  service  providers.  Downstate  provid- 
ers have  also  been  involved  in  the  Individual  Services  Payment  Demon- 
stration Project  which  has  provided  valuable  data  and  training  for 
agencies  and  documented  their  ability  to  provide  treatment  services 
for  non-medical  ly  acute  clients  at  a comparative  cost  savings  to 
those  services  based  in  acute  care  hospital  settings  where  standard 
cost  center  allocations  are  charged  to  the  alcoholism  unit. 

. Services  to  special  populations  such  as  racial/ethnic  minorities, 
the  multiply  diagnosed,  women,  youth,  the  elderly,  and  the  dually 
addicted  may  require  additional  staff  skills  and  modified  program 
components.  (See  Special  Target  Populations  section  below.) 

, Economy  of  scale  issues  will  necessitate  review  for  development  of 
policies  relating  to  size  of  treatment  units  or  development  of 
co-located  residential  treatment  components. 
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Intensive  Outpatient  (Non-Residential ) Rehabilitation  Programs  provide 
intensive  short-term  ambulatory  alcoholism  rehabilitation  treatment  ser- 
vices. Persons  whose  physical  and  emotional  state  allows  them  to  function 
in  their  usual  environment  may  receive  services  in  this  setting.  The  pur- 
pose and  treatment  services  of  the  Alcoholism  Intensive  Outpatient  Rehabil- 
itation program  are  basically  the  same  as  in  residential  model  programs. 

This  program  is  operated  during  the  day  and/or  evening,  on  weekdays  and/or 
weekends  usually  for  4-5  hours  a session.  Persons  are  not  assigned  a bed 
and  do  not  stay  overnight  in  the  program.  Outpatient  Rehabilitation 
services  may  be  organized  as  free  standing  programs  or  may  be  a separate 
component  of  a Residential  Rehabilitation  or  Outpatient  Service  and  are 
not  designed  as  primary  entry  points  into  the  alcoholism  treatment  system. 
Clients  are  screened  for  admission  by  referral  from  another  service 
setting  as  for  Residential  Rehabilitation  services. 

There  are  19  State  funded  Intensive  Outpatient  Rehabilitation  programs 
that  provided  over  25,000  units  of  service  to  1,448  clients  in  FY84. 

Issues  concerning  Intensive  Outpatient  Rehabilitation  services  are: 

. Clarification  of  program  standards  and  mix  of  treatment  components 
in  various  settings  related  to  its  "similar"  residential  counterpart 

. Analysis  of  client  profiles  related  to  appropriate  admission,  length 
of  stay  and  discharge  criteria 

. Staffing  patterns  and  ratios 

. Treatment  component  costs  related  to  different  settings  and  design 
el ements 

. Outcome  factors  for  varied  client  profiles,  assessment  criteria  and 
discharge  plans  related  to  aftercare 

As  these  are  relatively  new  treatment  system  components,  data  is  still 
limited  but  the  available  information  shows  great  potential  for  treatment 
and  cost  effectiveness  for  certain  client  groups.  The  inherent  flexibil- 
ity to  meet  a broad  range  of  special  delivery  designs  is  a factor  in  the 
future  growth  of  this  modality. 

Alcoholism  Outpatient  Programs  provide  ambulatory  evaluation  and  alco- 
holism treatment  services  to  the  non-acute  alcoholic,  family  members,  and 
significant  others,  and  are  designed  to  be  entry  points  into  the  alco- 
holism treatment  system.  This  means  that  Outpatient  programs  must  have 
specific  capability  of  ambulatory  assessment  and  network  linkage  (firm 
referral)  to  the  appropriate  level  of  care  and  supportive  services  in 
addition  to  direct  treatment  delivery  services. 

Persons  of  any  age  whose  physical  and  emotional  state  allows  them  to 
function  in  their  usual  environment  and  who  can  remain  sober  during  the 
treatment  process  are  served  in  outpatient  settings  usually  in  one  hour 
visits  in  groups  or  as  individuals,  for  a period  of  several  months. 
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There  are  96  State  funded  Outpatient  programs  which  provided  over  290,000 
hours  of  service  to  30,911  clients  in  FY84. 

Issues  relating  to  Outpatient  services  include: 

, Analysis  of  staff  qualifications  to  ascertain  ability  to  provide 
ambulatory  assessment  and  referral  to  appropriate  level  of  care  and 
support  services  in  addition  to  treatment  services. 

. Arrangements  for  rural  areas  including  transportation  problems, 
economy  of  scale,  staff  ratios  and  support  for  staff  who  are 
relatively  isolated  in  the  daily  operating  environment. 

. Improvement  of  availability  of  direct  services  to  rural  populations, 
as  rural  outpatient  staff  in  small  programs  are  typically  found  to 
spend  a large  portion  of  their  time  in  other  necessary  activities, 
such  as  community  education,  prevention  and  intervention, 

, Linkage  of  clients  for  aftercare  support  and  systems  planning  for 
community  involvement  are  important  aspects  of  this  service  mode. 

Alcoholism  Transitional  Residence  (Halfway  House)  Programs  are  designed  to 
continue  the  preparation  of  the  recovering  alcoholic  for  independent  liv- 
ing. The  transitional  residence  is  not  designed  to  be  a primary  entry 
point  into  the  the  alcoholism  treatment  service  system.  Candidates  for 
admission  have  been  screened  in  another  setting.  Persons  are  admitted  who 
are  sober,  who  require  a 24-hour  setting  and  a peer  support  structure  in 
order  to  strengthen  their  recovery/sobriety.  These  persons  are  expected 
to  be  capable  of  living  independently  following  the  provision  of  transi- 
tional treatment  services.  Most  of  these  services  have  a major  occupa- 
tional focus. 

There  are  29  State  funded  Halfway  House  programs  which  provided  over 
105,000  days  of  care  to  1,845  persons  in  FY84. 

Recovery  Homes  are  a non-treatment  type  of  residential  service  categorized 
as  aftercare  maintenance.  The  purpose  of  the  Recovery  Home  is  to  provide 
the  sober  alcoholic,  who  has  completed  a course  of  treatment,  with  a 
stable  living  environment  where  he/she  may  benefit  from  role  modeling  and 
peer  support  while  working  on  and  strengthening  the  recovery  plan.  A spe- 
cial emphasis  is  placed  on  resocialization,  personal  care,  leisure  time 
usage,  and  self-esteem.  Recovery  homes  are  not  designed  to  be  an  entry 
point  into  the  alcoholism  treatment  services  system,  with  candidates  for 
residence  being  referred  after  completion  of  the  treatment  service  plan. 

Three  programs,  two  in  Region  IV,  have  been  developed,  with  one  opened  in 
Region  II  in  December,  1984.  This  category  of  service  is  primarily  an 
aftercare  component  and  will  be  discussed  in  Chapter  III-D  and  in  the 
Regional  sections. 

Sanctuary  Homes  are  a non-treatment  type  of  residential  service  whose 
purposes  are  to  provide  a safe  and  stable  living  environment  for  chronic 
severely  dysfunctional  alcoholics  who  have  revolved  through  the  detoxifi- 
cation programs  10  or  more  times  a year  and  are  not  able  to  use  the  treat- 
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ment  service  system  due  to  severe  living  skills  impairment  and,  usually, 
multiple  recycling  attempts  in  the  formal  treatment  programs. 

There  are  currently  five  Sanctuary  Home  programs  providing  food,  lodging 
and  supportive  living  services  to  chronic  indigent  inebriates  in  a stable, 
alcohol  free  environment.  The  resident  is  not  required  to  commit  to  be 
sober,  but  cannot  bring,  or  use,  alcohol  or  drugs  on  the  premises.  The 
focus  is  on  stabilizing  basic  living  skills  with  the  premise  that  a re- 
gaining of  personal  security  and  dignity  is  a forerunner  to  possible 
consideration  of,  at  best,  a commitment  to  eventual  sobriety  through 
treatment  but  at  least,  avoidance  of  jack  rolling  or  freezing  in  the 
street. 

The  DPH  has  determined  that  this  type  of  program  is  re-socialization  and 
not  treatment  under  their  definition  for  licensure  and  did  not  require 
that  these  Sanctuary  Homes  be  licensed.  But  it  was  also  agreed  that  DASA 
and  DPH  should  watch  carefully  to  see  that  slippage  into  a treatment  mode 
did  not  occur.  Specifically,  that  the  Sanctuary  did  not  become  a social 
detoxification  post,  and  that  when  a resident  was  willing  to  undertake  the 
recovery  road,  that  such  treatment  be  given  by  a licensed  Outpatient  pro- 
gram or  transfer  to  a licensed  residential  program. 

The  Department  has  started  an  evaluation  study  of  all  existing  Sanctuary 
Homes  to  determine  their  service  patterns,  characteristics  of  residents, 
length  of  stay,  and  discharge  plans  and  to  develop  a set  of  funding  stand- 
ards. In  FY84,  four  of  the  five  Sanctuary  Homes  provided  over  26,000  days 
of  residence  to  257  persons. 


FY84  State  Funded 
Alcoholism  Treatment  Modalities 


Detox 


Res.  Rehab. 

Half.  Hse. 
Int.  Outp. 


Outpat. 


Note:  Recovery  and  Sanctuary  Homes  are  not  treatment  modalities. 


DRUG  TREATMENT  SYSTEM 

The  modalities  for  drug  treatment  as  distributed  througout  the  State  re- 
flect the  demographic  and  drug  abuse  data  outlined  in  Chapter  II.  The 
treatment  capacity  of  these  modalities  is  defined  in  terms  of  slots.  A 
slot  is  defined  as  the  capacity  to  treat  one  person  for  one  year.  Since, 
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however,  the  major  portion  of  all  treatment  episodes  are  for  less  than  one 
year,  the  same  slot  can  sequentially  be  occupied  by  more  than  one  person. 
At  the  present  time,  there  are  4,209  slots  that  are  State  funded.  Service 
modalities  include: 

Outpatient  Services  are  directed  toward  those  drug  abusers  whose  physical 
and  emotional  status  allows  them  to  function  in  their  own  environment 
while  participating  in  an  ambulatory  treatment  program.  Given  these  charac 
teristics,  clients  are  admitted  to  a specific  modality  within  the  out- 
patient setting.  Various  programs  offer  more  than  one  mode  of  treatment 
within  an  outpatient  setting,  and  clients  can  progress  through  more  than 
one  modality  in  the  course  of  their  treatment  episode.  In  FY84,  6,284 
clients  were  treated  in  Outpatient  services.  Modalities  funded  throughout 
the  DASA  system  include: 

Detoxification  includes  the  use  of  supportive  medication  for  a 
specified  period  of  time  to  allow  clients  to  gradually  reduce  their 
dependence  on  illicit  substances.  The  primary  use  of  this  mode  of 
treatment  is  directed  toward  the  heroin  or  other  opiate  addict.  The 
strict  definition  of  the  use  of  Detoxification  as  defined  by  the  Food 
and  Drug  Administration  allows  the  program  medical  director  or  pre- 
scribing physician  to  provide  methadone  in  gradually  reduced  dosages 
for  a period  not  to  exceed  21  days.  Persons  addicted  to  other  drugs 
which  require  supportive  medication  to  avoid  withdrawal  syndrome, 
such  as  pentazocine  (Talwin),  diazepam  (Valium),  and  others,  can  also 
elect  Detoxification  as  a mode  of  treatment,  but  the  supportive  medi- 
cation prescribed  need  not  be  limited  to  21  days  or  less. 

Detoxification  using  methadone  is  primarily  limited  to  those  clients 
who  are  younger  and  do  not  have  an  experience  with  long  term  medi- 
cation support.  Similarly,  Detoxification  is  usually  initiated  at 
the  earliest  stages  of  the  client's  treatment  episode,  beginning  at 
the  point  of  intake  in  most  instances.  Services  other  than  medica- 
tion during  this  phase  of  clinical  care  include  completing  the  psycho 
social  assessment  of  client  strengths  and  weaknesses,  a variety  of 
counseling  services,  and  referral  for  necessary  health  or  supportive 
social  services  to  sustain  the  client  through  the  diminuation  of 
reliance  on  addictive  substances.  (Slots  for  this  modality  are 
included  in  the  slots  allotted  to  Methadone  Maintenance.) 

Methadone  Maintenance  provides  for  sustaining  a client  on  supportive 
medication  for  an  unlimited  period.  The  target  population  in  this 
instance  is  the  heroin  addict,  although  the  Department  has  permitted 
the  limited  use  of  maintenance  services  for  selected  pentazocine 
(Talwin)  clients.  The  average  planned  length  of  stay  for  the  mainte- 
nance client  is  approximately  two  years.  It  must  be  noted,  however, 
that  the  actual  average  length  of  stay  for  Methadone  Maintenance  is 
currently  about  one  year.  The  difference  in  expected  length  of  stay 
versus  planned  length  of  stay  is  explained  by  the  drop  out  rate  for 
clients  in  the  first  90  days  of  treatment  and  the  difficulty  of  re- 
taining maintenance  clients  through  a withdrawal  phase  from  Methadone 
Maintenance.  Within  the  treatment  continuum,  maintenance  is  a major 
portion  of  the  sustained  care  network  and  is  considered  to  be  a long 
term  treatment  option  for  some  clients. 
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Program  emphasis  is  directed  toward  assisting  the  client  to  stop 
using  illicit  substances,  especially  narcotics,  and  to  learning 
acceptable  social  behaviors  and  returning  to  a productive  place  in 
society  through  job  counseling,  health  services,  family  counseling 
and  other  therapeutic  techniques.  The  Department  funds  2,411  slots 
in  this  modality.  (See  the  section  on  modality  admissions  in  Chapter 
II-A  for  a brief  discussion  of  the  potential  impact  of  the  use  of 
naltrexone  as  an  opiod  antagonist.) 

Drug  Free  mode  is  used  for  all  drug  typologies  and  is  targeted  toward 
the  drug  user  who  does  not  want,  or  is  ineligible  for.  Methadone 
Maintenance  treatment  and  who  does  not  require  Detoxification 
services.  Drug  Free  treatment  is  clearly  targeted  toward  a much 
younger  population  than  either  the  Detoxification  or  Maintenance  mode. 
The  expected  length  of  stay  for  successful  treatment  in  this  mode  is 
about  six  months,  although  variations  are  likely  because  of  the 
greater  variance  in  client  types  served.  Drug  Free  services  are 
offered  at  the  point  of  entry  into  treatment,  as  the  primary  mode  of 
treatment,  and  as  the  follow-up  phase  to  Detoxification,  Methadone 
Maintenance,  or  in  some  cases.  Residential  treatment. 

Program  components  within  drug  free  treatment  consist  primarily  of  a 
variety  of  counseling  services,  including  individual,  group,  family, 
vocational,  and  other  therapeutic  techniques  to  assist  the  client  to 
learn  alternatives  to  a drug  using  lifestyle.  The  Department  funds 
1,128  slots  in  this  modality. 

Residential  services  funded  by  the  Department  encompass  all  of  the 
modalities  described  for  outpatient  services,  i.e..  Detoxification, 
Methadone  Maintenance,  and  Drug  Free.  More  than  half  of  the  Residential 
programs  funded  prefer  to  provide  services  on  a drug  free  basis,  and  will 
provide  temporary  non-methadone  medication  services  in  order  to  rapidly 
detoxify  those  non-opiate  addicted  clients  needing  this  kind  of  therapy  at 
the  point  of  admission.  Because  of  the  nature  of  the  therapy  styles  or 
counseling  techniques  employed  by  Residential  programs  (that  of  the  thera- 
peutic community,  in  most  instances),  it  is  more  useful  to  view  residen- 
tial programs  by  target  population  than  by  modality.  The  major  categories 
of  Residential  programs  use  age  as  the  primary  criteria  within  a specific 
residence.  Also,  since  Residential  programming  is  intended  for  the  more 
dysfunctional  drug  abuser  who  needs  more  intensive  care  and  closer  program 
supervision,  these  types  of  programs  are  likely  to  embrace  the  client  with 
more  complicated  drug  use,  criminal  history,  or  concomitant  emotional 
probl ems. 

The  expected  length  of  stay  in  Residential  programs  varies  from  six  months 
for  the  more  youthful  client,  to  an  average  of  one  year  for  the  Methadone 
Maintenance  client  who  is  expected  to  transfer  to  an  Outpatient  setting. 

In  many  cases.  Residential  care  is  used  as  an  alternative  to  hospitali- 
zation or  incarceration  and  programs  emphasize  changes  in  client  behavior 
which  allow  the  client  to  return  to  Outpatient  care  or  to  the  community 
having  learned  more  useful  adaptive  behavior  patterns. 

It  should  be  noted  here  that  the  majority  of  all  Residential  treatment 
capacity  funded  by  the  Department  is  targeted  toward  adults,  although 
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residential  care  is  also  available  for  adolescents  and  young  adults.  A 
very  limited  amount  of  Residential  programming  has  been  established  for 
women,  although  more  capacity  for  this  population  is  needed.  The  Depart- 
ment funds  536  Drug  Free  and  73  Methadone  Maintenance  slots  in  this 
modality  that  served  2,017  clients. 

Transitional  Care  {Day  Care  and  Early  Intervention)  programs  are  design- 
ed to  accommodate  those  clients  who  have  a stable  living  environment,  but 
who  need  an  intensive  therapeutic  regimen.  Most  programs  of  this  type 
have  been  targeted  toward  special  populations,  most  pointedly  toward  women. 
These  programs  typically  expect  clients  to  attain  less  intensive.  Outpa- 
tient Drug  Free  treatment  prior  to  completing  treatment.  Program  emphasis 
is  on  clients  learning  alternate  lifestyles  to  drug  taking,  as  well  as 
more  useful  and  acceptable  social  behavioral  patterns.  There  were  26  admis- 
sions to  the  Day  Care  part  of  this  modality  and  197  to  other  special  pro- 
grams, predominantly  treatment  for  those  in  jail.  The  Department  funds  14 
slots  in  this  modality. 


FY84  State  Funded 
Drug  Treatment  Modalities 


Detox 


Maint. 


Other 


Drug  Free 


Privately  Supported  Treatment  options  are  available  to  the  drug  abuser 
within  Illinois,  not  currently  funded  by  or  reported  to  the  Department, 
including  hospitalization,  an  extremely  intensive,  but  also  extremely 
expensive  mode  of  treatment.  Hospitalization  is  primarily  limited  to 
clients  needing  inpatient  detoxification  resulting  from  complicated  drug 
use  patterns,  often  involving  concurrent  use  of  alcohol.  Private  physi- 
cians also  accept  clients  for  drug  abuse  treatment  and  will  employ  a vari- 
ety of  psychiatric  or  medication  options  in  treating  these  individuals. 

Medical  Referral  Services,  formerly  the  Central  Intake  Unit  is  mandated  by 
the  Illinois  Administrative  Code  to  "establish  a uniform,  standardized, 
medical  and  psychosocial  evaluation  of  all  applicants  for  treatment.  This 
may  be:  providing  multiphasic  screening  for  disease  with  appropriate  refer- 
ral as  necessary;  consistent  documentation  of  drug  " and  alcohol  "history 
and  verification  of  records;  professional  observation  of  drug"  and  alcohol 
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"symptoms  and  application  of  clinical  judgment;  convenient  central  col- 
lection of  laboratory  speciments  for  testing;  evaluation  prior  to  treat- 
ment; and  rational,  objective  and  reviewable  referral  procedures."  One 
such  facility  has  been  established  in  the  City  of  Chicago  which  uses  three 
primary  approaches  in  placing  clients  in  treatment,  including: 

. Those  clients  that  are  specifically  referred  for  intake  services  by  a 
particular  clinic  are  most  often  returned  for  sustained  treatment  to 
the  referring  clinic,  assuming  that  the  client  desires  to  return  to 
the  clinic  that  first  initiated  service. 

. Walk-in  clients  who  are  first  seen  by  Central  Intake  are  assessed  to 
determine  the  most  appropriate  type  of  treatment  program.  As  for  all 
clients  Central  Intake  staff  assess  a variety  of  factors,  including, 
but  not  limited  to  drug  use  patterns,  physical  health,  criminal  jus- 
tice status,  living  arrangements,  other  family  relationships,  job 
status,  and  location. 

. TASC  clients  are  assessed  using  the  same  criteria  as  those  indicated 
for  walk-in  clients,  but  placement  decisions  are  made  in  conjunction 
with  TASC  staff,  the  treatment  program  and  recommendations  of  the 
court. 

. Programs  are  linked  with  each  other  and  transfers  between  programs, 
as  requested  by  clients,  or  as  indicated  to  meet  changing  client 
needs,  can  be  effected  through  the  Central  Intake  unit  in  Chicago,  or 
by  formal  program  transfer.  While  an  "ideal"  progression  through  the 
various  treatment  options  might  be  described,  this  model  is  not  neces- 
sarily uniform  and  must  be  based  on  individual  client  needs. 

Drug  Abuse  Treatment  System  Planning  Issues  It  is  clear  that  many  elements 
in  the  drug  treatment  system  share  commonalities  with  the  alcoholism  sys- 
tem of  care.  In  addition  to  the  overarching  concern  discussed  in  the  Intro- 
duction to  this  Chapter,  for  coordination  between  the  two  treatment  sys- 
tems as  reflected  in  the  increasing  abuse  of  alcohol  in  combination  with 
other  drugs,  there  are  drug  specific  issues  to  be  considered  in  the  coming 
years. 

These  issues  are  best  seen  in  the  basic  shift  in  client  needs  and  in  the 
drugs  abused  that  has  taken  place  in  recent  years.  In  the  early  seven- 
ties, the  drug  abuse  treatment  system  faced  a population  of  some  6,000 
admissions.  Of  this  number,  80%  to  85%  were  narcotic  abusers.  Some  60% 
to  70%  entered  Detoxification  or  Methadone  Maintenance  programs  that  were 
centered  predominantly  in  the  large  urban  centers  of  the  State  with  much 
of  the  capacity  centered  in  Chicago  and  the  Chicago  SMSA.  Some  50%  to  60% 
were  Black,  75%  to  80%  were  men,  less  than  10%  were  under  20,  and  less 
than  half  had  started  using  the  drug  for  which  they  were  admitted  before 
they  were  twenty. 

Beginning  in  1976  and  accelerating  during  the  pivotal  years  of  1977  and 
1978,  a fundamental  shift  took  place  in  the  drugs  abused  and  in  the  char- 
acteristics of  those  entering  treatment.  The  new  trends  that  developed  in 
1977  and  1978  continued  into  the  1980' s.  Currently  the  Department  faces 
an  admissions  population  of  the  following  numbers  and  characteristics: 
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. 8,500  individuals,  less  than  half  of  whom  entered  treatment  for 

narcotics  abuse  and  30%  of  whom  entered  Detoxification  or 
Methadone  Maintenance  programs. 

. Black  admissions  have  dropped  to  between  35%  and  40%,  White  ad- 
missions remain  at  a steady  55%,  while  the  balance  are  mostly 
Hispanic. 

. Male  admissions  remain  at  a steady  70%  with  more  women's  services 
needed  (to  be  addressed  in  the  Federal  initiative  jointly  with 
alcohol  issues.) 

. The  over  29  age  group  has  continued  to  increase  and  the  under  20 
age  group  has  expanded  to  25%  of  all  admissions. 

. Almost  70%  of  persons  admitted  started  using  the  drug  for  which 
they  were  admitted  before  they  were  twenty  and  most  started  some 
drug  use  at  a much  earlier  age. 

. Drug  abuse  occurs  statewide  and  the  system  has  expanded  througout 
the  State  but  is  not  evenly  distributed  in  availability  of  capaci- 
ty or  modal ities. 

. The  need  for  a continuum  of  services,  issues  of  client  account- 
ability, and  a focus  upon  the  characteristics  of  the  drug  abusing 
physio-personality  will  be  major  concerns  of  the  Department. 

. The  role  of  Methadone  Maintenance  in  the  overall  system  will  be 
explored. 

The  changes  in  these  admission  demographics,  the  steady  decline  in  nar- 
cotics admissions,  the  growth  in  cocaine  abuse,  the  enormous  growth  in 
multidrug  abuse,  and  the  growing  recognition  that  alcohol  use  and  abuse  as 
a secondary  drug  or  at  least  a potential  abuse  problem,  are  all  aspects  of 
the  adjustments  that  need  to  be  made  in  the  existing  system.  The  continu- 
um of  care  in  the  drug  treatment  system  will  place  emphasis  upon  the  after- 
care elements  (the  need  for  which  is  evident  in  the  cocaine  discussion 
below)  and  work  upon  the  assumption,  in  developing  any  treatment  plan, 
that  more  than  one  drug  may  be  involved  and  that  a person  also  may  have  an 
alcohol  problem,  or  if  not  a problem  at  that  moment,  then  a potential  that 
such  a problem  could  develop  as  a substitute  drug  during  the  treatment 
process  for  the  specific  drug  or  drugs  abused. 

There  must  be  a re-assessment  and  strengthening  of  the  aftercare  aspect  of 
the  continuum  and  the  training  of  both  the  alcohol  and  drug  treatment 
personnel  to  be  attuned  to  the  reality  of  multidrug  abuse  with  alcohol. 

The  drug  and  alcohol  treatment  programs  do  share  some  common  core  elements 
of  services  and  the  modalities  also  share  some  similar  treatment  phase  and 
intensity  characteristics.  The  Department  will  be  exploring  these  ele- 
ments with  treatment  providers  as  the  issues  of  comprehensive  systems  and 
continuum  of  services  are  addressed. 
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SPECIAL  TARGET  POPULATION  ISSUES 


Specialized  Programs  have  been  and  will  be  designed,  and  some  are  still 
developmental,  to  meet  the  needs  of  a variety  of  population  groups  such  as 
the  elderly,  multiply  disabled  diagnosed  (mental  11 1 ness/DD/al cohol / sub- 
stance abuse),  women  (particularly  those  with  small  children),  youth,  and 
cultural  and  racial  minorities.  The  purpose  of  these  specialized  programs 
is  to  provide  a useable  and  accessible  service  to  target  populations  for 
whom  the  traditional  constellation  of  service  elements,  or  their  content, 
is  not  effective.  These  services  may  take  place  in  any  of  the  settings 
described  above. 

Specialized  treatment  programming  includes  such  components  as  case  manage- 
ment for  the  chronic  or  dually  diagnosed  individual,  child  care  and  paren- 
ting skills  for  the  alcoholic  or  substance  abusing  mother,  or  language/ 
culturally  specific  counseling  approaches. 

An  examination  of  the  demographic  data  on  alcohol  and  drug  admissions  will 
show  that  certain  significant  populations  are  underserved,  particularly 
when  examined  in  the  framework  of  the  overall  State  demographics  outlined 
in  Chapter  II. 

Minorities  are  under-represented  with  Blacks  having  less  than  20%  of  the 
alcohol  admissions  and  37%  of  the  drug  admissions.  Hispanics,  in  both 
systems  constitute  between  4%  and  6%  of  the  admissions.  Women  represent 
but  23%  of  the  alcohol  admissions  and  30%  of  the  drug  admissions.  The 
elderly  are  represented  by  less  than  2%  in  both  systems. 

The  Department  has  set  out  upon  a course  of  action  aimed  at  reaching  out 
to  these  groups  and  developing  aspects  of  the  prevention  and  treatment 
system  that  will  enhance  access  for  these  special  populations. 

Minority  Populations  Dealing  with  the  minority  populations  is  a difficult 
problem  if  only  because  of  the  social  and  cognitive  distance  between  coun- 
selor and  client  that  exists  in  many  cases  when  cultural  or  ethnic  diver- 
sity factors  are  present.  There  are  primary  cultural  or  ethnicity-based 
frameworks  of  thought,  values  and  behaviors  which  require  a level  of  under- 
standing and  sensitivity  which  are  beyond  the  life  experience  and  knowl- 
edge of  many  non-minority  counselor/therapists.  Cultural  norms  related  to 
the  use  of  alcohol  and  drugs  are  varied  and  tenacious  among  members  of 
ethnic  communities.  All  of  these  issues  require  a number  of  approaches: 

. The  Department  has,  in  its  course  offerings  and  at  its  annual  con- 
ferences, emphasized  the  need  for  educating  counselors  in  the  impact 
of  these  diversities  and  has  offered  specific  courses  aimed  at  this 
problem.  The  attendence  at  these  sessions  is  often  very  low. 

. Not  only  are  minorities  under-represented  in  the  treatment  population 
but  they  are  also  under-represented  by  age  groups.  The  vast  majority 
of  minority  admissions  are  older  individuals.  Less  than  10%  of  the 
Black  drug  admissions  and  less  than  20%  of  the  Hispanic  admissions 
are  under  twenty  and  almost  two-thirds  of  the  Black  admissions  are 
over  29  and  almost  half  of  the  Hispanics  are  in  that  age  category. 
Consequently,  programs  focusing  upon  the  young  will  reach  out  to  the 
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most  under-served  of  these  minorities.  Chapter  III-A  discusses  a 
school  youth  initiative  that  has  the  potential  to  reach  these  minor- 
ity populations.  The  Youth  Initiative  Demonstration  Project  (Chapter 
IV)  and  the  youth  initiative  of  the  TASC  program  (Chapter  III-B)  can 
both  impact  significantly  upon  this  problem. 

Specialized  services  received  priority  status  via  a FY84  statewide  RFP 
initiative  resulting  in  twelve  agencies  being  chosen  to  receive  Minority 
Initiative  grants  and  a localized  Region  II  initiative  for  several  tar- 
geted groups. 

Women  The  Department's  Ad  Hoc  Committee  on  Women's  Services  has  pointed 
out  that  women,  as  clients,  entering  the  alcoholism  and  drug  abuse  treat- 
ment system  face  unique  problems  because  of  their  responsibilities  as 
wives  and  mothers  and  because  the  treatment  system  has  been  male  oriented 
for  many  of  its  developing  years.  The  Committee  is  planning  to: 

. Develop  an  RFP  and  specifications  for  expenditure  of  funds  for 
women's  programming  available  and  required  under  the  Block  Grant 
funds  for  FY86. 

. Develop  an  assessment  instrument  which  can  be  recommended  as  a model 
for  use  in  women's  treatment  programmming  and  in  training. 

. Develop  statewide  and  community-based  prevention  activities  and  pro- 
grams based  on  DASA's  six  prevention  strategies  (as  outlined  in 
Chapter  III-A),  but  that  also  specifically  address  women's  issues  and 
target  women  of  all  ages. 

. Develop  a training  agenda  which  can  increase  the  skill  level  of 

counselors  and  administrators  in  dealing  with  women's  issues  and  to 
include  caseworkers  and  allied  personnel  in  related  fields. 

. Plan  cooperatively  with  the  Department  of  Public  Aid  (DPA)  and  DCFS 
to  develop  policy  directed  toward  working  with  families  of  chemically 
dependent  women  who  need  support  from  these  agencies  while  in  the 
alcohol  and  substance  abuse  treatment  system. 

Elderly  Reaching  out  to  the  elderly  presents  several  problems  which  will 
require  specific  study,  education,  and  inter-disciplinary  service  coordi- 
nation over  the  coming  decade: 

. Use  of  alcohol  with  chemical  elements  found  in  many  prescription 
drugs  is  contraindicated.  Patient  education  in  this  area  is  spotty 
and  not  consistently  available  from  care  givers  or  pharmacies.  Some 
efforts  in  this  area  have  been  noted. 

. Self-medication  by  the  elderly  patient  is  a variable  factor  which  can 
result  from  changing  the  dosage  intake  or  alternating  use  of  prescrip- 
tion drugs  acquired  from  different  medical  resources  based  on  person- 
al perception  of  how  the  drug  is  working,  experience  of  friends, 
prices  of  drugs,  or  quantity  discounts  available,  often  without  the 
primary  physician's  awareness  of  the  patient's  self-medication 
practice. 
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. An  individual  aging  person's  life  circumstances  resulting  from 

bereavement,  social  or  familial  isolation,  or  retirement  can  result 
in  increased  use  and  possible  abuse  of  mood-altering  substances, 
alcohol  or  drug,  which  combined  with  metabolic  and  other  system 
changes  may  result  in  unexpected  tolerance  variations.  These  problem 
areas  arise  for  many  persons  who  were  never  seriously  involved  with 
alcohol  or  drugs  during  their  earlier  years  as  well  as  those  who  are 
recognized  alcoholics  or  addicts. 

For  the  present,  the  Department  will  work  with  the  Department  of  Aging  and 
other  concerned  organizations  to  coordinate  a longer  term  approach  to 
these  issues. 

In  addition,  there  is  a group  of  special  projects  that  have  gone  beyond 
the  planning  stage  and  are  in  the  process  of  being  carried  out.  These  are 
summarized  below. 

Evaluation  of  Services  to  Multiply  Disabled  Clients:  DASA/DMHDD  Agreement 


Issue  The  Joint  Committee,  the  Transition  Task  Force  (discussed  in 
Chapter  I),  various  legislators  and  many  interested  persons  during  the 
early  stages  of  the  planning  for  the  creation  of  the  new  Department 
expressed  concerns  that  the  special  needs  of  the  multiply  disabled  client 
not  be  lost  with  the  separation  of  the  Division  of  Alcoholism  from  DMH/DD 
State  operated  facilities.  These  clients  included  those  who  while  in 
facilities  were  diagnosed  as  having  an  alcohol  or  drug  problem  and  those 
clients  in  alcohol  and  drug  treatment  programs  who  were  recognized  as 
having  mental  health  or  some  developmental  disabilities  problems. 

Status  Because  of  this  concern,  even  before  the  new  Department  came  into 
existence,  negotiations  were  initiated  and  within  one  week  after  DASA 
opened  July  1,  1984,  a formal  Interagency  Agreement  was  signed  between 
DASA  and  DMH/DD.  The  agreement  recognized  the  nature  of  multiple  disa- 
bilities issues  and  focused  on  cooperation  and  coordination  of  services 
for  these  clients  by  the  following  means; 

. Clients  who  are  admitted  to  a State  operated  facility  and  who  sub- 
sequently are  primarily  diagnosed  as  alcoholic  or  drug  addicted  by 
Diagnostic  Statistical  Manual  III  criteria  will  be  provided  with 
necessary  services  by  the  State  facility  during  the  period  of  resi- 
dential care.  They  will  be  referred  to  an  appropriate  community  pro- 
vider for  continued  treatment  according  to  the  provisions  governing 
the  DMH/DD  Rule  "Recipient  Discharge,  Linkage,  and  Aftercare." 

. Community  agencies  providing  treatment  for  alcoholism  and  drug  abuse 
may  refer  to  the  Department  of  Mental  Health  a client  who  is  display- 
ing behavior  or  symptoms  which  may  be  assessed  as  appropriate  for 
admission  under  the  Mental  Health  and  Developmental  Disabilities  Code, 

. Community  providers  of  alcoholism,  drug  abuse,  mental  health  and 
developmental  disabilities  services  will  be  encouraged  to  develop 
appropriate  levels  of  linkage  agreements  to  facilitate  consultation 
and  treatment. 
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. In  order  to  develop  a network  for  service  linkage  and  client  refer- 
ral , the  Regional  offices  of  these  Departments  (DASA  Regions  were 
created  to  have  identical  boundaries  as  DMH/DD  Regions  configured  on 
July  1,  1984)  will  plan  cooperatively  for  these  clients  and  will  facil 
itate  appropriate  system  agreements  in  cooperation  with,  and  provide 
technical  assistance  to,  interested  community  providers  based  on  the 
availability  and  patterns  of  service  of  the  geographic  area  to  be 
included  in  the  network.  The  agreement  should  include  procedures  for 
assessment,  and  emergency  and  routine  referrals. 

. At  a minimum,  if  the  client  does  not  return  to  the  referring  agency, 
future  treatment  plans  will  be  jointly  discussed  with  the  referring 
agency. 

The  Department  convened  a meeting  to  discuss  the  details  of  this  agreement 
and  to  begin  the  process  of  creating  local  individual  agreements  between 
the  various  programs  in  the  four  Regions. 

Agreement  has  been  arrived  at  for  the  sharing  of  State  operated  facility 
discharge  data  between  the  two  Departments.  DASA  is  working  with  the 
DMH/DD  committee  which  is  revising  the  data  procedures,  and  ultimately  a 
tracking  and  evaluating  system  will  be  put  into  operation.  After  a year, 
of  operation,  the  effort  will  be  re-examined,  refinements  made,  and  gaps 
identified. 

Non-Hospital  Based  Medical  Detoxification  Programs  and  Social  Setting 
Detoxification  Programs 


Issue  The  Department  does  not  have  a hospital  purchase  of  drug  abuse  care 
program  for  medically  necessary  detoxification  cases  such  as  the  services 
obtained  through  the  Alcoholism  Purchase  Care  Program.  While  hospital 
level  care  is  not  needed  in  the  majority  of  cases,  a medically  supervised 
setting  or  medical  assessment  is  sometimes  indicated.  A concern  which  is 
immediately  raised  is  the  role  of  detoxification  in  the  drug  service  con- 
tinuum. 

Background  and  Status  of  the  Issue  When  public  drunkeness  was  decri- 
minalized in  Illinois,  it  was  obvious  that  hospitals  would  and  could  not 
(and  need  not)  serve  the  substantial  numbers  of  inebriated  individuals 
that  would  be  brought  for  detoxification  services.  The  present  system  of 
non-hospital  based  medical  and  social  setting  detoxification  programs  was 
brought  into  existence  to  meet  the  need  for  non-jail  settings  created  by 
the  new  law.  The  programs  initially  focused  on  providing  crisis  inter- 
vention and  stabilization  for  older  men  (average  age  47)  with  a twofold 
treatment  objective: 

. Development  of  treatment  techniques  which  would  promote  the  move  from 
detoxification  to  the  formal  recovery  program  system  for  those  cli- 
ents who  could  benefit  from  this  system. 

. Development  of  protocols  for  sorting  and  providing  a reasonable  altern 
ative  for  the  chronic  revolving  door  older  alcoholic  client  for  whom 
the  traditional  treatment  system  was  not  useful  at  that  stage. 
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Within  several  years,  the  characteristics  of  the  programs  began  to  change. 
Younger  men  and  slightly  larger  numbers  of  women  were  being  admitted. 

Fewer  police  referrals  and  more  community  and  self-referrals  were  being 
reported.  Finally,  and  most  important,  there  was  growing  provider  staff 
recognition  and  concern  over  the  number  of  multi-drug  abusers  presenting 
for  admission. 

In  the  early  eighties  the  State  responded  by  increasing  financial 
resources  to  expand  capacity  and  upgrade  physical  environments  and  staff 
credentials.  The  older  man  who  was  a chronic,  severely  impaired  revolving 
door  client  was  offered  the  Sanctuary  Home  alternative.  The  usefulness  of 
this  alternative  was  immediately  reflected  by  fewer  revolving  door  admis- 
sions and  a resultant  drop  in  the  average  age  and  in  the  average  number  of 
women's  admissions.  At  the  same  time,  there  was  a growing  number  of  drug 
and  alcohol  abusing  clients  in  detoxification  who  were  treated,  through 
reporting  and  funding,  as  alcoholism  treatment  recipients. 

During  the  economic  recession  period  another  phenomena  developed  and  the 
detoxification  programs  began  showing  increasing  numbers  of  the  homeless 
so  that  the  programs  began  to  act  as  shelters  for  persons,  who  were  not 
"alcoholics",  but  who  were  either  alcohol  abusers  or  were  streetwise 
enough  to  drink  some  to  be  accepted  for  admission  and  thus  obtain  food  and 
shelter. 

Actions  Taken  and  Proposed  In  order  to  assess  the  current  service  sit- 
uation in  the  alcoholism  detoxification  programs,  a letter  was  sent  by  the 
Director  to  all  of  the  DASA  funded,  licensed  alcoholism  detoxification 
service  programs.  This  letter  formally  recognized  that  their  programs  may 
be  admitting  a number  of  persons  who  primarily  abuse  alcohol  but  also  use 
or  abuse  one  or  more  other  drugs.  In  addition,  there  may  be  some  persons 
presenting  for  admission  who  are  primarily  abusing  drugs  but  who  may  also 
be  using  or  abusing  alcohol.  Currently  there  is  no  existing  drug  licen- 
sure category,  or  standards,  for  detoxification  treatment  of  such  persons. 

The  providers  were  asked  to  participate  in  a data  gathering  project  which 
will  eventually  enable  the  Department  to  develop  appropriate  responses  and 
program  development  approaches  to  the  extent  that  the  problem  may  warrant 
such  action.  These  agency  directors  were  assured  that  alcoholism  detoxifi- 
cation programs  which  report  accurately  the  total  alcohol  and  drug  abuse 
patterns  of  their  clients  will  not  be  subject  to  administrative  action 
under  the  Department's  drug  abuse  licensure  or  current  funding  provisions. 

The  chemical  abuse  history  of  the  client  will  be  reported  for  all  comb- 
inations of  alcohol  and  drug  usage,  and  also  alcohol  and/or  drug  usage  in 
combination  with  mental  illness  or  other  problems.  Other  data  sets  will 
provide  the  category  of  the  drugs  used  either  in  combination  or  by  them- 
selves and  what  level  of  medical  services  were  provided  to  the  client 
either  directly  or  through  referral.  Further,  if  medical  services  were 
provided,  data  will  show  if  the  services  were  related  to  intoxication, 
medical  complications  or  a combination  of  both.  In  addition,  all  this 
data  will  be  analyzed  in  terms  of  the  usual  personal  demographics  with 
particular  attention  given  to  admission  resource  and  referrals  made  upon 
discharge. 
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After  three  months,  all  data  will  be  analyzed  and  the  next  phase  of  the 
study  will  be  planned  with  the  service  providers. 

Cocaine 


Issue  The  Department  finds  it  necessary  to  assess  the  extent  and  nature 
of  cocaine  abuse  in  Illinois  and  the  social  demographics  of  those  involved 
with  this  drug.  Based  on  this  information  the  Department  and  the  services 
field  can  develop  targeted  public  education  and  prevention  programs  as  to 
the  dangers  of  this  dependency,  develop  outreach  programs  for  those  al- 
ready dependent  but  who  are  unwilling  {as  in  the  case  of  alcoholic  denial) 
to  recognize  their  problem,  and  to  develop  treatment  systems  and  tech- 
niques aimed  at  this  specific  group.  To  develop  such  treatment  options  it 
must  be  determined  whether  existing  modes  of  treatment  are  applicable,  or 
whether  changes  in  existing  treatment  systems  are  needed  to  deal  with  this 
particular  problem  as  indicated  by  field  specialists  in  cocaine  problems. 

Background  and  Actions  Taken  and  Proposed  An  analysis  of  drug  admission 
data  shows  that  cocaine  is  the  fastest  growing  drug  of  abuse  in  Illinois. 

For  the  past  few  years  all  other  drug  admissions  have  remained  relatively 
constant  with  minor  variations  mostly  dependent  upon  supply.  Cocaine  admis- 
sions constituted  less  than  1%  of  admissions  in  the  mid  and  late  seventies. 
By  FY82  the  percentage  had  increased  to  5.9%,  in  FY83,  7.8%  and  in  FY84, 
12.0%  of  all  admissions.  In  three  years,  the  actual  numbers  increased  by 
75%  and  the  percentage  more  than  doubled. 

It  is  also  believed  that  these  figures  are  not  a full  reflection  of  the 
extent  of  the  problem.  The  client  admission  data  to  State  supported  drug 
abuse  programs  do  not  include  hospital  program  admissions  and,  given  the 
demographics  of  this  user  group  (younger,  employed,  with  a higher  than 
average  income  and  probably  covered  by  health  care  insurance),  many  are 
believed  to  enter  private  hospital  based  treatment  programs  or  other 
private  medical  care. 

Demographic  data  for  the  publicly  support  program  admissions  show  a con- 
tinuing trend  towards  fewer  men  and  more  women  admitted.  Whites  as  a 
percent  of  admissions  continued  a slow  decline  and  Blacks  continued  to 
increase.  Other  groups  (mostly  Hispanic)  continued  a slow  and  moderate 
increase.  The  20-24  and  25-29  age  groups  continued  to  increase  and 
together  now  constitute  60%  of  all  admissions  as  compared  to  37%  in  the 
age  group  for  other  drug  admissions.  The  admission  data  show  that  some 
50%  started  using  this  drug  while  in  their  teens  which  demonstrates  a sig- 
nificant time  lag  between  first  use  and  final  recogition  of  the 
dependency/ addict  ion. 

About  two  years  ago  a study  by  NIDA  estimated  that  15  million  Americans 
have  experimented  with  cocaine,  4.4  million  currently  used  cocaine,  and 
10%  of  all  recreational  users  become  cocaine  dependent.  The  estimate  of 
use  for  Illinois  is  800,000  persons.  While  at  one  time  viewed  as  a "safe" 
recreational  drug,  the  scientific  community  is  seeing  both  increased 
tolerance  and  withdrawal  symptoms  which  are  evidence  of  toxicity  and 
physical  dependency.  One  researcher  projected  that  half  of  all  cocaine 
users  were  at  risk  of  dependency  because  of  a lowered  tolerance  syndrome. 
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The  national  cocaine  hotline  "800-COCAINE"  established  in  1983  had  over 
70,000  callers  in  the  first  three  months  of  operation.  Many  of  these  per- 
sons were  representative  of  professional  and  technical  occupations  and  all 
reported  some  combination  of  serious  personal,  familial,  work  related, 
financial,  health  and  legal  problems.  A 1984  increase  of  12%  in  women 
callers  over  the  previous  year  was  reported. 

Cook  County  medical  examiner  statistics  show  the  cocaine  presence  rate  in 
autopsies  has  tripled  since  1983.  In  1977  only  two  cases  were  reported, 
with  36  in  1983  and  close  to  a hundred  in  1984.  These  reports  also  show 
cocaine  as  frequently  used  with  other  drugs.  The  National  Drug  Alert 
Warning  Network  (DAWN)  reports  that  emergency  room  admissions  for  cocaine 
abuse  increased  three  and  one  half  times  between  1976  and  1981.  Through 
1983  the  increase  from  1971  had  risen  75%.  The  first  quarter  of  1984 
showed  2,000  instances  of  cocaine  with  particular  emphasis  on  "speed- 
balling" (combination  use  of  cocaine  and  heroin)  an  increase  from  17%  in 
1977  to  25%  in  1983.  Another  trend  of  concern  is  the  change  in  cocaine 
use  from  inhaling  to  injection  or  smoking  (free-basing). 

Based  upon  this  accumulated  data  and  an  extensive  research  of  the  avail- 
able literature  on  the  subject,  the  Department  went  to  the  field  to  obtain 
more  direct  information.  Much  of  the  information  received  during  the  state- 
wide planning  meetings  supported  the  above  data  with  particular  emphasis 
upon  the  field  perception  that  the  reported  increase  is  but  the  tip  of  the 
iceberg. 

One  suggestion  was  that  heavy  emphasis  be  placed  on  Employee  Assistance 
Programs  in  light  of  the  employed  status  of  many  of  these  abusers.  A need 
was  expressed  for  aid  and  training  to  counselors  on  particular  aspects  of 
cocaine  abuse.  Two  Regions  commented  upon  the  particular  problems  of 
what,  for  lack  of  a better  term,  they  called  the  "adolescent  adult":  the 
cocaine  abuser  in  the  late  twenties  who  functions  with  a residue  of  adoles- 
cent problems  requiring  special  attention.  This  same  phenomenon  was  noted 
for  the  alcoholics  in  many  instances. 

The  need  for  research  was  heavily  emphasized  and  the  problem  of  placing 
these  clients  in  appropriate  treatment  programs  was  highlighted.  The  cli- 
ents initially  seem  to  consider  their  problem  with  cocaine  to  be  unique. 
Secondary  dependence  (alcohol  and  other  drugs)  was  noted  as  prevalent. 

The  "dependency"  aspects  of  cocaine  abuse  have  been  increasingly  signif- 
icant in  nationally  supported  research  studies. 

There  is  a stong  expression  in  the  belief  that  cocaine  abuse  had  or  soon 
would  reach  epidemic  proportions.  Many  cocaine  abusers  start  out  with 
sufficient  funds  and  as  their  habit  grows,  they  begin  to  experience  finan- 
cial problems.  This  leads  them  to  become  dealers  in  cocaine  and  as  a sort 
of  legal  protection  they  "deal"  at  first  only  with  their  immediate 
friends,  co-workers,  etc.  These  friends  then  go  through  the  same  sequence 
and  the  abuse  spreads  exponentially. 

In  December,  1984  at  DASA's  first  annual  conference,  several  sessions  were 
devoted  to  discussions  of  cocaine  abuse.  In  April,  1985  NIDA  held  a 
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conference  in  nearby  Madison,  Wisconsin  devoted  totally  to  the  problems  of 
cocaine. 

A revealing  facet  of  this  group  is  that  they  have  used  other  drugs  for 
years,  but  have  never  become  addicted  (some  even  reporting  rather  exten- 
sive narcotics  use.)  Cocaine,  for  this  group,  seems  to  be  the  first  drug 
over  which  they  have  lost  control.  According  to  Dr.  Senay  of  the  Univer- 
sity of  Chicago,  most,  possibly  as  high  as  90%  of  the  treatment  admissions 
can  utilize  the  alcohol  treatment  model  (and  continuum)  but  with  the  sig- 
nificant exception  that  at  least  the  first  week  must  be  unique  to  this 
group  of  substance  abusers  for  medical  considerations  and  assessment.  For 
instance  one  detoxification  center  noted  that  the  alcoholic  entering  detox- 
ification soon  becomes  quite  lethargic.  The  cocaine  addict,  on  the  other 
hand,  rapidly  becomes  hyperactive  and  these  different  responses  present  an 
adjustment  problem  to  staff  used  to  dealing  with  the  alcoholism  syndrome. 

It  should  also  be  noted  that  these  persons  frequently  have  a blind  second- 
ary addiction  --  mostly  alcohol  and  depressants,  addictions  that  they  do 
not  recognize  because  of  their  prior  belief  that  they  could  "handle"  any 
and  all  drugs. 

Prevention  strategies  will  also  vary  significantly  with  the  socioeconomic 
and  age  groups  targeted.  Field  research  has  shown  cocaine  to  be  one  of 
the  most  preferred  (not  yet  frequently  used,  but  preferred)  drugs  among 
the  young.  In  fact,  as  this  report  is  being  written,  the  Secretary  of  the 
Federal  Department  of  Health  and  Human  Services  announced  that  cocaine  use 
among  the  nation's  high  school  students  is  increasing  at  an  alarming  rate 
and  that  6%  of  all  high  school  seniors  are  currently  using  cocaine.  It's 
special  danger  is  its  perception  as  a high  profile,  "glamorous"  drug  with 
strong  "aphrodisiac"  overtones.  It  has  attractive  fast  lane  aspects  and 
could  be  considered  a gateway  drug  by  those  who  are  at  the  same  time  un- 
knowledgable  about  its  significant  dangerous  consequences. 

What  strategies  are  necessary  to  develop  the  present  prevention  and  treat- 
ment system  capacity  to  handle  the  problem?  There  is  a large  hidden  popu- 
lation out  there  that  must  be  reached  by  new  intervention  methods.  It  is 
suggested  that  they  do  not  always  dynamic  well  with  other  addict  groups 
and  need  their  own  groups  for  recovery  support.  Thus  they  cannot  just  be 
added  on  (a  few  treatment  slots  here  and  there)  to  the  existing  system. 
Their  perception  of  dependency  is  different  and  their  level  of  personal 
functioning  problems  are  often  quite  different.  To  some  extent,  treatment 
and  prevention  approaches  must  be  adapted  to  these  factors.  This  is  the 
challenge  to  the  Department  and  the  field. 

For  the  future,  the  Department  will  form  a study  group  which  will  include 
leading  professional  community  expertise  to  develop  a project  skeleton 
framework  including  data  and  formulation  of  issues  related  to  both  exist- 
ing licensing  systems  e.g.  where  would  these  programs  be  categorized  and 
what  would  be  their  exact  nature  and  standards  requirements.  There  is 
also  the  question  of  the  extent  to  which  special  training  throughout  the 
State  is  needed  for  all  counselors  which  was  a consistently  expressed  need 
at  public  meetings.  One  possibility  being  considered  is  an  RFP  to  develop 
a demonstration  model. 
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Development  of  Level  of  Care  Function  Assessment 


Issue  Several  years  ago  the  Division  of  Alcoholism  initiated  a special 
project  which  led  to  a field  determination  that  a "level  of  care  function- 
ing assessment"  process  for  individual  client  treatment  planning  was  an 
essential  tool  for  the  field  in  order  to  (a)  best  serve  the  clients'  need 
and  and  (b)  provide  better  utilization  of  the  available  services  (assumed 
to  be  scarce  resources  for  some  time  to  come).  Preliminary  work  on  this 
process  was  completed  to  the  extent  of  some  field  testing  and  a computer 
matrix  program.  The  Department  intends  to  continue  work  on  this  matrix 
program,  examine  it  in  relationship  to  other  scales  known  to  be  in  use, 
refine  the  substance  abuse  related  aspects  and  consider  the  implications 
of  special  womens  issues  as  they  apply.  The  Youth  Initiative  Demonstra- 
tion is  developing  a specialized  youth  assessment  tool  (See  Chapter  IV.) 

Given  the  necessity  of  identifying  and  collating  a wide  range  of  client 
profile  issues  for  consideration  in  outcome  projection  models,  it  was 
apparent  that  the  initial  client  assessment  model  was  a first  step  toward 
a useful  outcome  measures  study. 


SUMMARY  COMMENT 

The  earlier  sections  outline  the  alcoholism  and  drug  prevention  and  treat- 
ment continuum  and  point  to  needed  improvements  and  strengthening  within 
and  between  each  modality  of  the  continuum  and  the  needs  for  some  joint 
alcohol  and  drug  modalities,  for  drug  training  for  alcohol  counselors  and 
for  alcohol  training  for  drug  counselors,  the  needs  of  certain  special 
populations,  and  a group  of  special  projects.  These  study  areas,  and  the 
areas  outlined  in  previous  chapters  of  this  plan  along  with  the  individual 
Regional  Analysis  sections  immediately  following,  represent  in  the  broad- 
est sense,  the  issues  that  the  new  Department  will  pursue  and,  in  effect, 
outline  much  of  what  must  be  done  in  future  planning  cycles.  The  follow- 
ing chapters  will  outline  additional  areas  of  concern  and  the  actions 
being  taken. 
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REGIONAL  T tech.  DEMO. 

ANALYSIS  I PROJECTS 


REGIONAL  ANALYSIS 


The  legislation  creating  the  Department  of 
Alcoholism  and  Substance  Abuse  listed  among 
the  powers,  duties  and  functions  of  the  De- 
partment the  requirement:  "To  establish  com- 
prehensive and  coordinated  programs  and  ac- 
tivities for  the  provison  of  early  inter- 
vention, treatment,  rehabilitation,  preven- 
tion, and  education  services  directed  at 
alleviating  alcoholism,  alcohol  abuse  and 
misuse,  drug  addiction,  and  other  drug  abuse 
and  misuse.  The  Director  shall  divide  the 
State  into  not  less  than  4 regions  and  es- 
tablish regional  offices  to  review,  monitor, 
and  assist  the  programs  and  provide  stand- 
ards for  the  development  of  programs  on  the 
regional  level.  In  establishing  the  re- 
gions, consideration  shall  be  given  to  city, 
town  and  county  lines;  populations  concen- 
trations, and  regional  boundaries  estab- 
lished by  other  State  agencies  and  local 
organizations.  Regional  boundaries  shall 
not  be  used  to  deny  or  limit  referral  or  de- 
livery of  services  at  the  nearest  and  most 
appropriate  location." 

The  Department  has  created  four  major  re- 
gions reflecting  the  July  1,  1984  regional 

divisions  of  the  Department  of  Mental  Health 
and  Developmental  Disabilities.  The  four 
sections  that  follow  offer  an  analysis  of 
internal  regional  issues,  available  servi- 
ces, and  future  directions  for  planning  and 
devel opment. 
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Exhibit  III-C-1  Regional  and  SMSA  Map  of  Illinois 


Rockfor 
(278,721) 

Winnebago  and  Boone 
Counties 


ILLINOIS  REGIONAL  AND  STANDARD  METROPOLITAN  STATISTICAL  AREAS 

lake 


Davenport 
Rock  Island- 
(220,151) 

Rock  Island  and | 
Henry  Counties 

Peoria,  

(370,142) 

Peoria, 

Woodford  and 
Tazwell 
Counties 


SpringfieldJ 
(188,958) 

Menard  and 
Sangamon  Countiel 


ILLINOIS  COUNTIES 

St.  Louis,  Mo.- 

(561,245)  Illinois  part 
Madison,  Clinton, 

St.  Clair  and  Monroe 
Counties 


Total  Illinois  Population 
1985  Census:  11.584.906 
Source:  Illinois  Population  Trends  frow 

1970  - 2025.  State  of  Illinois.  lurea^T^r  the  iudget.  July  1984 


McHenry 

Lake 

Kane 

DuPage 

Will  and 

Cook  Counties 

.Chicago 

(7,205,697) 


(ankakee 
(103,200) 
Kankakee  County 


Bloomington 

iormal 

(120,285) 

Champaign, 

Urbana 
.Rantoul 
(169,804) 
Champaign  County 

Jlecatur 

(135,618) 

Macon  County 
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Exhibit  III-C-2  List  of  Counties  by  Region  and  Population 


1985  popOLATioa  coun  (1) 

IT  IlGIOa 


REGION  1 

REGION  3 

REGION  4 

BOONE 

28675 

ADAMS 

71701 

ALEXANDER 

12370 

BUREAU 

39288 

BROWN 

5435 

BOND 

16415 

CARROLL 

18918 

CALHOUN 

6010 

CLAY 

16142 

DEKALB 

76248 

CASS 

15497 

CLINTON 

32640 

FULTON 

45582 

CHAMPAIGN 

169804 

CRAWFORD 

20995 

HENDERSON 

9945 

CHRISTIAN 

37456 

EDWARDS 

7815 

HENRY 

60170 

CLARK 

17142 

EFFINGHAM 

32786 

JODAVIESS 

23676 

COLES 

54450 

PAYETTE 

22739 

KNOX 

61724 

CUMBERLAND 

11643 

FRANKLIN 

45647 

LASALLE 

111867 

DEWITT 

18920 

GALLATIN 

7589 

LEE 

35714 

DOUGLAS 

20696 

HAMILTON 

10075 

MARSHALL 

16610 

EDGAR 

21877 

HARDIN 

5908 

MCDONOUGH 

38157 

FORD 

15547 

JACKSON 

61631 

MERCER 

20014 

GREENE 

16802 

JASPER 

11456 

OGLE 

46379 

HANCOCK 

23893 

JEFFERSON 

37493 

PEORIA 

200598 

IROQUOIS 

33344 

JOHNSON 

11335 

PUTNAM 

6063 

JERSEY 

20593 

LAWRENCE 

18493 

ROCK  ISLAND 

159981 

LIVINGSTON 

41707 

MADISON 

240504 

STARK 

7883 

LOGAN 

32282 

MARION 

44829 

STEPHENSON 

49430 

MACON 

135618 

MASSAC 

16116 

TAZEWELL 

134514 

MACOUPIN 

50018 

MONROE 

20212 

WARREN 

23360 

MASON 

19676 

PERRY 

23020 

WHITESIDE 

67767 

MCLEAN 

120185 

POPE 

4833 

WINNEBAGO 

250046 

MENARD 

12361 

PULASKI 

8866 

WOODFORD 

35030 

MONTGOMERY 

32231 

RANDOLPH 

35767 

— 

MORGAN 

38112 

RICHLAND 

17343 

1567639 

MOULTRIE 

16136 

SALINE 

28535 

PIATT 

16761 

ST.  CLAIR 

267889 

PIKE 

19803 

UNION 

17852 

REGION  2 

SANGAMON 

176597 

WABASH 

14034 

— 

SCHUYLER 

8747 

WASHINGTON 

16546 

COOK 

5212220 

SCOTT 

6509 

WATNE 

18539 

SUB.  COOK 

2230830 

SHELBY 

24711 

WHITE 

18872 

CHICAGO 

2981390 

VERMILION 

92527 

WILLIAMSON 

57359 

DUPAGE 

743196 

GRUNDY 

37172 

1404791 

1222645 

KANE 

279159 

KANKAKEE 

103200 

KENDALL 

43762 

LAKE 

455492 

MCHENRY 

164512 

WILL 

351118 

7389831 

TOTAL  ILLINOIS  POPULATION:  11584906 

(1)  ILLINOIS  POPULATION  T1EHU8  PIOM  1970-2025,  SIATB  Of  ILLINOIS 
BUUAU  OP  in  nOCR,  jolt  19S4 
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Exhibit  III-C-3 

Region  1 


1.  Drug  Abuse  Trsataent  Prograaa  licensed  by  DASA. 

2.  lOPH-Liccnsed  Alcohollaa  Treataenc  Facilities  by  location  (non-hospital)  3/1S/6S 

(■ay  be  funded  to  provide  services  to  neighboring  counties.) 

3.  Illinois  Drug  Abusa/Alcohollaa  Services  Directory  - Illinois  Office  of  the 

Lt.  Governor,  October,  1984. 

Illinois  State  Board  of  Education  Prevention  Seainar  Participants 

4.  Llcensod  by  DASA  as  Early  Intervention,  Crlalnal  Justice  Refarral.  Revised  4/1S/8S  RJ 
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REGION  I 


DEMOGRAPHIC  OVERVIEW 

Region  I is  made  up  of  25  counties  located  primarily  in  the  Northwest 
corner  of  the  State.  It  is  bounded  by  Wisconsin  on  the  north  and  Iowa  to 
the  west.  According  to  the  BOB  estimates,  the  1985  population  of  these 
counties  will  be  1,567,639  or  13.5%  of  the  State  total.  Over  55%  of  its 
population  is  located  in  the  three  SMSA's  (Rockford,  Peoria,  Rock  Island) 
in  a total  of  six  counties.  The  region  can  be  characterized  as  rural  and 
sparsely  populated  outside  the  three  major  population  areas.  Some  445,000 
persons  in  the  region  reside  in  16  counties  with  populations  of  less  than 
50,000  inhabitants  per  county. 

In  1980,  28.6%  of  the  population  were  under  age  18  and  7.7%  were  age  65  or 
older.  About  3.5%  of  those  age  13  and  older  were  Black  and  1.7%  of  that 
age  group  were  of  Spanish  origin.  However,  among  the  SMSA's,  there  are 
6.1%  Black  and  2,1%  Hispanic,  The  regional  population  composition  differs 
from  the  State  as  a whole  in  that  a greater  proportion  of  the  residents 
are  under  18  years  of  age,  there  is  a smaller  relative  proportion  of  elder- 
ly and  there  is  proportionately  less  racial /ethnic  diversity. 

One  of  the  special  characteristics  of  the  region  which  is  not  reflected  in 
population  demographics  are  the  migrant  agricultural  workers  who  temporar- 
ily reside  in  and  around  the  Rochelle,  Rock  Falls,  Sterling  and  Rock 
Island  areas. 

The  concept  of  service  areas  as  demonstrated  by  studies  of  actual  client 
origin  and  utilization  is  especially  critical  in  delineating  the  service 
needs  and  accessibility  characteristics  of  service  systems  in  the  rela- 
tively large  areas  of  the  region  which  share  borders  with  Wisconsin  and 
Iowa. 


SERVICE  UTILIZATION 

Alcohol  Treatment  Admissions  As  shown  in  the  Exhibits  and  discussion  in 
Chapter  II-A  and  the  more  detailed  set  of  Exhibits  at  the  end  of  this 
Regional  Analysis  section.  Region  I accounted  for  10,593  admissions  or 
20.3%  of  all  alcohol  treatment  admissions  for  FY84.  This  is  proportion- 
ately the  highest  of  all  regions  outside  the  Chicago  metropolitan  (Region 
II)  area.  Even  more  notable  is  that  only  19%  (2,027)  of  these  admissions 
were  for  Residential -based  services  such  as  Detoxification,  Halfway  House 
or  Residential  Rehabilitation,  while  the  majority  were  for  Outpatient- 
based  services:  76%  for  Outpatient  and  5%  for  Intensive  Outpatient. 

Based  on  comparisons  of  FY82  through  FY84  for  alcohol  admissions,  the 
trend  data  for  Region  I indicate  a 125%  increase  in  Outpatient  admissions 
between  FY83  and  FY84  and  a 28%  decrease  in  Residential  Rehabilitation 
admissions  for  the  same  period.  The  only  residential  setting  which  has 
not  experienced  a decreased  utilization  is  the  Social  Setting  Detoxifi- 
cation with  admissions  of  921  in  FY82,  1,038  in  FY83  and  1,001  in  FY84. 

Drug  Treatment  Admissions  The  same  pattern  is  demonstrated  for  admissions 
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to  drug  abuse  treatment.  Region  I agency  admissions  accounted  for  869  or 
10.2%  of  the  8,530  admissions  statewide,  a slight  decline  from  previous 
years.  Even  so,  with  some  13.5%  of  the  State's  populace,  this  is  propor- 
tionately much  higher  than  for  the  regions  outside  of  Region  II.  Two 
drugs  accounted  for  two-thirds  of  all  admissions  in  the  region:  narcotics 
(30.6%)  exceeded  only  by  Region  II,  and  marijuana  (38.0%). 

Age,  Race,  and  Sex  Demographics  The  relative  proportions  of  men  and  women 
in  alcohol  treatment  in  Region  I has  remained  nearly  constant  for  FY82--84 
being  73%  men  and  27%  women  while  drug  admissions  for  men  decreased  from 
72%  to  64%  with  a proportionate  increase  of  women  admitted  to  36%. 

The  actual  number  of  women  served,  however,  has  increased  from  2,431  in  FY 
82  to  2,901  in  FY84.  Most  women  --  83%  (2,409)  were  treated  in  Outpatient 
settings  in  FY84;  6%  (167)  utilized  Detoxification,  144  or  5%  were  treated 
in  Residential  Rehabilitation  and  54  or  2%  utilized  Halfway  House  facili- 
ties in  Region  I.  (Note:  2,901  was  used  as  the  base  for  percentage  calcu- 
lations as  the  detailed  tables  did  not  include  Intensive  Outpatient.  The 
total  for  tables  detailed  by  setting  was  2,774  excluding  miscoded  data.) 

The  utilization  pattern  for  men  was  similar  but  a higher  proportion  of 
care  in  a residential  setting  was  evident.  (The  base  of  7,687  was  used  for 
calculating  percentages  of  men  although  detailed  tables  only  reflect  a 
total  of  7,271  men  admitted.  Intensive  Outpatient  is  not  shown  on  detail- 
ed tables  and  may  account  for  the  difference.)  About  73%  of  the  men  admit- 
ted went  to  Outpatient  treatment  while  11%  (833)  went  to  Detoxification; 

8%  (584)  went  to  Residential  Rehabil  itciX ion  and  3%  (244)  went  to  Halfway 
House  facilities.  For  all  drug  admissions  the  primary  modality  was  Drug 
Free  Outpatient. 

The  racial/ethnic  characteristics  of  clients  admitted  in  Region  I has 
remained  fairly  constant  for  Blacks  between  FY82  and  FY84  but  the  pro- 
portion of  Hispanic  clients  served  has  increased  significantly.  The  total 
number  of  Black  alcohol  admissions  in  FY82  was  423  or  4.7%  overall  while 
504  such  admissions  representing  4.8%  of  all  admissions  occurred  in  FY84. 
Black  drug  admissions  also  increased  213  (24.5%).  The  number  of  Hispanic 
clients  served  in  FY82  for  alcohol  was  151  or  1.7%  of  all  admissions  while 
this  group  accounted  for  266  admissions  or  2.5%  overall  admissions  in  FY84. 
Hispanic  drug  admissions  increased  to  2.1%. 

The  racial /ethnic  representation  of  admissions  to  treatment  is  still  much 
lower  than  desired  and  below  the  equivalent  proportions  in  the  general  popu- 
lace. This  is  a serious  concern  when  recent  research  indicates  that  the 
incidence  of  al cohol /substance  abuse  appears  to  be  higher  among  some  minor- 
ity group  members. 

While  nearly  29%  of  the  Region  I population  is  less  than  18  years  of  age, 
this  group  accounted  for  only  9.3%  of  the  admissions  to  alcohlol  treatment 
in  FY84.  However,  given  the  large  numbers  of  marijuana  admissions  to  drug 
abuse  programs,  - almost  half  of  all  the  admissions  were  under  20  - this 
under-representation  of  youth  in  alcohol  and  over-representation  of  youth 
in  marijuana  treatment  programs  is  an  area  of  interest.  While  the  alcohol 
admissions  represents  a significant  increase  from  the  648  youth  admissions 
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in  FY82,  which  were  7.4%  of  all  admissions  that  year,  it  is  an  area  of 
concern  to  be  addressed  in  this  plan. 

The  other  age  group  which  is  seriously  underepresented  in  alcohol  admis- 
sions to  treatment  is  the  65  years  and  over  category.  Senior  citizens 
accounted  for  1.6%  of  all  admissions  in  FY84  while  comprising  nearly  8% 
of  the  populace.  The  service  with  the  highest  utilization  level  by  this 
group  was  the  Detoxification  setting,  indicating  that  need  exists,  but 
that  the  follow-up  care  in  treatment  settings  is  not  used  or  perceived  as 
avail abl e. 


SERVICE  SYSTEM  OVERVIEW 

With  a projected  FY85  allocation  of  $5.3  million,  twenty-nine  agencies 
receive  DASA  funds  in  Region  I --  seventeen  community  alcohol  and  sub- 
stance abuse  providers  and  twelve  hospitals.  Community  Mental  Health 
Centers  comprise  eight  of  the  seventeen  service  providers,  five  are  free- 
standing treatment  facilities  two  of  which  have  prevention  components,  and 
three  are  prevention  programs  not  affiliated  with  treatment  agencies. 

DPH  lists  20  non-hospital  facilities  licensed  to  provide  alcoholism  treat- 
ment in  Region  I with  32  sites  for  Outpatient  treatment,  43  Detoxification 
beds,  95  Residential  Rehabilitation  beds,  (I5I  for  adults,  74  for  adoles- 
cents) and  63  Halfway  House  beds.  Of  the  95  non-hospital  residential 
alcohol  treatment  beds  available,  95  are  directly  DASA  funded.  Non-DASA 
funded  hospital -based  al cohol /substance  abuse  rehabilitation  programs  are 
located  at  nine  facilities.  Licensed  treatment  capacity  for  these  hospi- 
tals totals  122  beds  for  adults  and  18  beds  for  adolescents,  not  yet 
opened. 

There  are  twelve  agencies  which  are  licensed  by  DASA  for  23  program  sites 
to  provide  drug  abuse  treatment  services  and  of  these,  four  receive  DASA 
funds  for  such  services.  A total  of  28  beds  for  Residential  drug  treat- 
ment services,  263  Outpatient  Drug  Free/Methadone  slots  and  37  Early  Inter- 
vention slots  are  available  in  Region  I.  The  three  Methadone  Maintenance 
treatment  agencies  in  the  region  are:  (I)  Center  for  Alcohol  and  Drug 

Services  (Freedom  House)  in  Rock  Island;  (2)  the  Human  Service  Center  in 
Peoria  and  (3)  P.H.A.S.E.,  Inc.  in  Rockford. 

One  of  the  five  Sanctuary  Home  residence  programs  for  chronic  public  alco- 
holics was  opened  in  Peoria  in  FY83.  This  program  is  still  developing  and 
is  determining  its  role  in  the  overall  alcohol  service  network.  During 
FY84  over  4,000  days  of  residence  were  provided  for  over  240  persons. 

Overall  the  Region  I system  of  care  emphasizes  community-based  non-resi- 
dential  care.  Nearly  55%  of  DASA  funds  for  Region  I services  are  allo- 
cated for  Outpatient  and  Intensive  Outpatient  alcohol  and  Outpatient  sub- 
stance abuse  services.  However,  as  there  are  only  6 agencies  in  the 
region  which  are  funded  to  provide  residential  services,  a number  of  area 
residents  may  be  leaving  the  region  to  access  Residential  Rehabilitation 
services. 
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FY84  State  Funded 

Alcoholism  and  Drug  Treatment  Modalities 


ISSUES 

Based  upon  the  above  analysis,  certain  issues  must  be  considered: 

Issue  Client  admissions  to  treatment  in  Region  I in  proportion  to  the 
area's  proportion  of  population  as  a raw  indicator. 

Objective  By  the  end  of  FY87,  to  identify  factors  contributing  to  the 
relatively  high  percentage  of  admissions  to  treatment  including  whether  or 
not  Region  I facilities  are  serving  a significant  proportion  of  out-of- 
region  clients  and  to  develop  strategies  which  support  the  regional  trend 
of  delivery  of  services  in  the  least  restrictive  setting  appropriate  to 
cl ient  needs. 

Discussion  Region  I admissions  to  treatment  account  for  20.3%  for  alcohol 
and  10.2%  for  drugs  of  all  admissions  statewide  for  a total  of  18.8%  where- 
as the  region  accounts  for  only  13.5%  of  the  State's  population.  The  major- 
ity (81%)  of  admissions  in  Region  I are  to  the  Outpatient  setting.  Fur- 
ther information  is  needed  about  client  origin  and  sources  of  referral  for 
clients  entering  treatment  as  well  as  whether  the  episode  represents  first 
time  in  treatment  or  a "re-entry"  admission.  Assuming  clients  admitted  to 
drug  abuse  treatment  are  unduplicated  from  alcohol  treatment  admissions, 
which  cannot  be  known  from  the  existing  data  systems,  a total  of  11,462 
al cohol /substance  abuse-related  admissions  occurred  in  Region  I during 
FY84.  This  compares  with  totals  of  9,691  for  Region  III  and  6,896  admis- 
sions for  Region  IV. 

Activities 

. Collect  client  origin  information  from  a representative  sample  of 
Region  I agencies  in  FY86.  Collect  and  analyze  information  about 
characteristics  of  clients  entering  treatment  during  FY86  from  the 
sample  agencies. 

. Obtain  data  concerning  clients  who  leave  Region  I for  state-aided 
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treatment  via  T.A.S.C.  and  other  voluntary  and  nonvoluntar>  refer- 
ral sources. 

Through  dialog  with  funded  agencies,  develop  subjective  and  objec- 
tive data  concerning  trends  in  client  profiles,  appropriate  levels  of 
care  and  service  accessibility  during  FY86. 

Region  I providers  will  meet  quarterly  to  share  information. 

Develop  a report  and  recommendations  concerning  findings  by  January, 
1987. 

Implement  plans  in  FY88. 


Issue  Availability  of  alcohol  and  substance  abuse  treatment  services  for 
adolescents  in  Region  I. 

Objective  To  increase  the  proportion  of  adolescents  (under  18  years) 
admitted  to  treatment  for  alcohol  and  substance  abuse  in  Region  I from 
9.35»  to  10.0%  in  FY86,  11.90%  in  FY87  and  to  12.0%  in  FY88  and  to  develop 
a comprehensive  continuum  of  care  system  for  adolescents  in  Region  I by 
FY88. 

Discussion  Although  Region  I has  increased  services  to  adolescents  be- 
tween FY82  and  FY84,  this  age  group  constitutes  nearly  29%  of  the  region's 
populace  and  accounts  for  9.3%  of  the  alcohol  admissions  to  treatment. 
Currently  there  are  two  non-hospital  Residential  Rehabilitation  facilities 
for  adolescents  in  Region  I;  Rosecrance,  Rockford  and  the  Franciscan 
Mental  Health  Center's  Riverside  Retreat  in  Rock  Island.  Two  new  programs 
in  Moline  and  Pekin  are  opening.  Additionally  the  Human  Service  Center  in 
Peoria  provides  a 6 bed  group  home  for  adolescent  women.  The  only  DASA 
funded  residential  service  for  adolescents  available  in  Region  I is  at  the 
Peoria  Human  Service  Center.  Thus  adolescents  from  families  without 
insurance  usually  must  leave  the  region  to  access  Residential  Rehabil- 
itation services.  Accessibility  problems  contribute  to  decreased  pos- 
sibility of  parental  involvement  in  the  treatment  process,  difficulty  in 
insuring  continuity  of  care  once  the  youngster  returns  to  his/her  home  com- 
munity and  problems  in  linking  the  youngster  into  a community-based  system 
of  Outpatient/ Aftercare  which  is  often  designed  for  and  utilized  primarily 
by  adults.  Vigorous  efforts  to  maintain  a chemically  dependent  youth  in 
the  community  are  just  in  the  early  developmental  stages  as  such  youth  re- 
quire a closely  monitored  plan  based  on  cooperation  among  the  school  sys- 
tem, parents,  youth  authorities  such  as  probation/parole,  DCFS  and  the 
local  alcohol  and  substance  abuse  treatment  agency. 

Activities 


To  initiate  one  or  more  contracts  with  adolescent  Residential  Reha- 
bilitation providers  in  Region  I to  open  access  to  services  for  indi- 
gent youth. 

Based  on  the  youth  demonstration  project,  additional  specialized 
services  should  be  developed  in  Region  I.  Compile  documentation  in 
FY86  concerning  adolescent  treatment  needs  from  all  DASA  funded  agen- 
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cies  in  Region  I for  decisions  about  the  type  and  proposed  location 
of  services  to  be  developed  in  FY87-88. 

The  work  of  an  ad  hoc  Addicted  Minors  Task  Force  group  in  Region  I 
should  be  encouraged  and  actively  participated  in  by  DASA  central  and 
regional  office  staff  during  FY85-86.  The  task  force  aims  to  assist 
in  developing  assessment  criteria,  to  study  process  of  cases  which 
may  be  adjudicated  as  addicted  minors  under  the  Juvenile  Court  Act, 
to  ensure  that  local  community-based  alternatives  are  exhausted  be- 
fore petitions  are  filed  and  to  ensure  extensive  networking  among  all 
youth-related  service  systems:  education,  DMH/DD,  DCFS  and  DASA. 


Issue  Need  to  increase  the  proportion  of  Blacks  served  in  Region  I. 

Objective  To  increase  the  proportion  of  Blacks  admitted  to  alcoholism  and 
substance  abuse  treatment  facilities  in  Region  I from  approximately  4.8% 
to  7.7%  by  FY88. 

Discussion  "Economic,  political  and  social  stress  experienced  by  Blacks 
is  a major  factor  in  the  increasing  abuse  of  alcohol  in  Black  communities. 
More  than  half  of  the  adult  Black  population  in  this  country  are  alcohol 
users.  In  any  major  city  alcohol  abuse  among  Blacks  ranges  from  14  to  16 
percent,  compared  to  10  to  12  percent  of  the  majority  population.  The 
greatest  increase  in  alcohol  use/abuse  is  among  Black  working  women  under 
35  — an  alarming  statistic  in  that  Black  women  have  traditionally  com- 
prised the  largest  poplulation  segment  which  abstains  from  alcohol."  (A 
Resource  Guide...  for  Black  and  Hispanic  Populations:  A Review  of  Current 

Audiovisuals,  Prevention  Resource  Center.)  Although  the  absolute  number 
of  Blacks  admitted  for  alcoholism  treatment  in  Region  I has  increased  from 
423  persons  in  FY82  to  504  persons  in  FY84  and  Black  drug  admissions  in- 
creased to  213,  the  relative  proportion  of  combined  admissions  has  re- 
mained at  6.3%  for  alcohol  and  drug  abuse.  The  Black  populace  over  13 
years  of  age  in  Region  I comprises  some  3.5%  of  the  area's  inhabitants. 
Based  on  the  studies  cited  above,  the  incidence  and  prevalence  of  alcohol 
abuse  is  significant  for  minorities.  Therefore,  it  is  critical  that  strate- 
gies be  developed  among  the  DASA  funded  service  providers  to  attract  more 
minorities  into  alcohol  and  substance  abuse  treatment,  and  for  prevention 
focus  programs. 

Activities 


During  FY86,  a plan  will  be  developed  for  strategies  to  facilitate 
access  to  services  for  Black  persons  and  for  methods  to  communicate 
with  gatekeepers  for  Black  community  organizations  and  social  struc- 
tures to  increase  this  population's  perceived  ability  to  access  the 
treatment  and  prevention  systems. 

As  there  seems  to  be  some  relationship  between  the  proportion  of 
minority  admissions  and  the  number  of  minority  counselors,  a survey 
will  be  completed  in  FY86  to  document  the  availability  of  Black 
counselors  in  DASA  funded  programs  within  the  Region.  Through 
Regional  provider  groups  at  least  two  strategies  will  be  developed  to 
increase  the  number  of  Blacks  in  prevention  and  treatment  activities 
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by  June,  1986.  These  strategies  will  be  implemented  during  FY87. 


Other  Issues  The  need  for  a comprehensive  continuum  of  care  with  planned 
networking  linkage  for  treatment  and  prevention  services  in  the  Quad 
Cities  area  has  been  identified.  There  are  a substantial  and  growing 
number  of  services  and  providers,  including  Iowa-based  groups,  who  are 
involved  in  this  service  area.  Study  of  the  service  system  and  planning 
around  this  issue  will  be  developed  during  FY86. 
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REGION  T 

FY'84  Llndupl i cated  Clients  Served  by  Sex,  Race,  A Age 
For  All  Alcoholism  Treatment  Modalities 
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SOURCE:  DHHOD-OIS  QS047000 .E0444 

PERCENTAGES  FROM  LAST  6 MONTHS  FY-84 


Exhibit  III-C-5 


REGION  I 

FY'84  Unduplicated  Clients  Served  by  Sex,  Race,  & Age 
Alcoholism  Outpatient  Services 


FY— 82 


FY— 83 


FY— 84  (1) 


1 OF  TOTAL 

# 

Z OF  TOTAL 

# 

Z OF  TOTAL 

SEX 

MALE 

4327 

68. 9Z 

4526 

70. 3Z 

5610 

69. 9Z 

FEMALE 

1952 

31. IZ 

1912 

29. 7Z 

2409 

30. OZ 

NOT  CODED/MISCODED 

4 

O.IZ 

2 

O.OZ 

4 

O.OZ 

TOTAL 

6283 

100. OZ 

6440 

100. OZ 

8023 

100. OZ 

RACE 


WHITE 

5939 

94. 5Z 

6095 

94. 6Z 

7511 

93. 6Z 

BLACK 

216 

3.4Z 

191 

3.0Z 

274 

3.4Z 

HISPANIC 

108 

1.7Z 

128 

2.0Z 

209 

2.6Z 

NATIVE  AMERICAN 

9 

O.IZ 

11 

0.2Z 

16 

0.2% 

OTHER /UNKNOWN 

11 

0.2Z 

15 

0.2Z 

13 

0.2% 

TOTAL 

6283 

100. OZ 

6440 

100. OZ 

8023 

100.0% 

AGE 

< 18 

550 

8.8Z 

615 

9.5Z 

883 

11.0% 

18  - 24 

1403 

22. 3Z 

1505 

23. 4Z 

1893 

23.6% 

25  - 64 

4213 

67.  IZ 

4217 

65. 5Z 

5143 

64.1% 

65  + 

117 

1.9Z 

103 

1.6Z 

104 

1.3% 

TOTAL 

6283 

100. OZ 

6440 

100. OZ 

8023 

100.0% 

SOURCE:  DMHDD-OIS  QS047000 

(1)  PERCENTAGES  FROM  QS047000  LAST  6 MONTHS  FY-84 
TOTAL  ESTIMATED  FROM  QS047000 ,E0444 
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Exhibit  III-C-6 


REGION  I 

FY'84  Unduplicated  Clients  Served  by  Sex,  Race,  & Age 
Alcoholism  Detoxification  Services 


FY— 82 


FY— 83  (1)  FY—84 


i X 

OF  TOTAL 

# 2 

OF  TOTAL 

# 2 

OF  TOTAL 

SEX 

MALE 

758 

82.32 

856 

82.52 

833 

83.22 

FEMALE 

163 

17.72 

176 

17.02 

167 

16.72 

NOT  CODED /MIS CODED 

0 

0.02 

6 

0.62 

1 

0.12 

TOTAL 

921 

100.02 

1038 

100.02 

1001 

100.02 

RACE 

WHITE 

805 

87.42 

964 

92.92 

886 

88.52 

BLACK 

99 

10.72 

56 

5.42 

95 

9.52 

HISPANIC 

15 

1.62 

16 

1.52 

10 

1.02 

NATIVE  AMERICAN 

2 

0.22 

0 

0.02 

7 

0.72 

OTHER /UNKNOWN 

0 

0.02 

2 

0.22 

3 

0.32 

TOTAL 

921 

100.02 

1038 

100.02 

1001 

100.02 

AGE 

< 18 

20 

2.22 

32 

3.12 

20 

2.02 

18  - 24  * 

111 

12.12 

122 

11.82 

102 

10.22 

25  - 64  * 

743 

80.72 

830 

80.02 

829 

82.82 

65  + 

47 

5.12 

49 

4.72 

47 

4.72 

UNKNOWN 

0 

0.02 

5 

0.52 

3 

0.32 

TOTAL 

921 

100.02 

1038 

100.02 

1001 

100.02 

SOURCE:  DMHDD-OIS  AGO  32200 

* TOTALS  AND  PERCENTAGES  ESTIMATED  USING  PERCENTAGES  FROM 
DMHDD  REPORT  # QS047000 
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Exhibit  III-C-7 


REGION  I 

FY'84  Unduplicated  Clients  Served  by  Sex,  Race,  A Age 
Alcoholism  Halfway  House  Services 


FY— 82 


FY— 83 


FY— 84  (1) 


% OF  TOTAL 

# 

% OF  TOTAL 

% OF  TOTAL 

SEX 

MALE 

243 

79.9% 

284 

81.6% 

244 

81.9% 

FEMALE 

61 

20.1% 

64 

18.4% 

54 

18.1% 

NOT  CODED/MISCODED 

0 

0.0% 

0 

0.0% 

0 

0.0% 

TOTAL 

304 

100.0% 

348 

100.0% 

298 

100.0% 

RACE 


WHITE 

285 

93.8% 

322 

92.5% 

274 

91.9% 

BLACK 

13 

4.3% 

19 

5.5% 

18 

6.0% 

HISPANIC 

5 

1.6% 

4 

1.1% 

6 

2.0% 

NATIVE  AMERICAN 

1 

0.3% 

1 

0.3% 

0 

0.0% 

OTHER /UNKNOWN 

0 

0.0% 

2 

0.6% 

0 

0.0% 

TOTAL 

304 

100.0% 

348 

100.0% 

298 

100.0% 

AGE 

< 18 

1 

0.3% 

6 

1.7% 

2 

0.7% 

18  - 24 

82 

27.0% 

99 

28.4% 

74 

24.8% 

25  - 64 

218 

71.7% 

240 

69.0% 

216 

72.5% 

65  + 

3 

1.0% 

3 

0.9% 

6 

2.0% 

TOTAL 

304 

100.0% 

348 

100.0% 

298 

100.0% 

SOURCE:  DMHDD-OIS  QS047000 

(1)  PF-RCENTAGES  FROM  QS047000  LAST  6 MONTHS  FY-84 
TOTAL  ESTIMATED  FROM  QS047000 ,E0444 
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Exhibit  III-C-8 


REGION  I 

FY'84  Unduplicated  Clients  Served  by  Sex,  Race,  A Age 
Alcoholism  Residential  Rehabilitation  Services 


FY—82 

FY— 83 

FY— 84  (1) 

# 2 OF  TOTAL 

# 2 OF  TOTAL 

# 2 OF  TOTAL 

SEX 


MALE 

1038 

80.32 

834 

81.92 

584 

80.22 

FEMALE 

255 

19.72 

184 

18.12 

144 

19.82 

NOT  CODED/MISCODED 

0 

0.02 

0 

0.02 

0 

0.02 

TOTAL 

1293 

100.02 

1018 

100.02 

728 

100.02 

RACE 

WHITE 

1167 

90.32 

936 

91.92 

624 

85.72 

BLACK 

95 

7.32 

65 

6.42 

86 

11.82 

HISPANIC 

23 

1.82 

13 

1.32 

14 

1.92 

NATIVE  AMERICAN 

6 

0.52 

3 

0.32 

4 

0.52 

OTHER /UNKNOWN 

2 

0.22 

1 

0.12 

0 

0.02 

TOTAL 

1293 

100.02 

1018 

100.02 

728 

100.02 

AGE 

< 18 

77 

6.02 

130 

12.82 

2 

0.32 

18  - 24 

262 

20.32 

231 

22.72 

171 

23.52 

25  - 64 

922 

71.32 

643 

63.22 

547 

75.12 

65  + 

32 

2.52 

14 

1.42 

8 

1.12 

TOTAL 

1293 

100.02 

1018 

100.02 

728 

100.02 

SOURCE:  DMHDD-OIS  QS047000 

(1)  PERCENTAGES  FROM  QS047000  LAST  6 MONTHS  FY-84 
TOTAL  ESTIMATED  FROM  QS047000 ,E0444 
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REGION  I Total  Regional  Drug  Admissions  by  Drug 
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Exhibit  III-C-11 


Region  2 


1.  D(  ) 

2.  A(  ) 

3.  P(  ) 


4.  I(  ) 


LECEKD 


Llcenaed  Drug  Abuse  Prograas 

Ucensed  Alcohollsa  Treataenc 
Prograas 

Prevention  Efforts  (including 
coaaunity  groups,  school 
districts,  parent  groups. 
Operation  Snowball,  licensed 
D.A.  efforts,  and  State-funded 
prograas) 

Licensed  Early  Intervention, 
TASC,  etc. 


SOURCES: 

1.  Drug  Abuse  Treataent  Prograas  licensed  by  DASA. 

2.  IDPH-Llcensed  Alcohollsa  Treataent  Facilities  by  location  (non-hospital)  3/1S/85 

(aay  be  funded  to  provide  services  to  neighboring  counties.) 

3.  Illinois  Drug  Abuse/Alcoholln  Services  Directory  - Illinois  Office  of  the 

Lt.  Governor,  October,  1984. 

Illinois  State  Board  of  Education  Prevention  Sealnar  Participants 

4.  Licensed  by  DASA  as  Early  Intervention,  Crialnal  Justice  Referral. 
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Exhibit  III-C-12 


$TATt  iMC 


REGION  II 


DEMOGRAPHIC  OVERVIEW 

Region  II  is  DASA's  most  populous  region  with  7,389,831  estimated  resi- 
dents constituting  63.8%  of  the  total  State's  population.  It  is  bounded 
on  the  north  by  Wisconsin  and  to  the  east  by  Lake  Michigan  and  Indiana. 
Region  II  consists  of  nine  counties  that  include  the  Chicago  and  Kankakee 
SMSAs.  In  1985,  the  Chicago  SMSA  comprised  97.5%  of  the  Region  II  esti- 
mated population.  The  City  of  Chicago  accounts  for  about  40%  of  the 
region's  population.  In  addition  to  Chicago  and  Cook  County,  Region  II 
includes  Lake,  McHenry,  DuPage,  Kane,  Kendall,  Grundy,  Will,  and  Kankakee 
counties. 

According  to  the  1980  census,  28.7%  of  the  Region  II  population  was  under 
age  18  while  10%  were  age  65  or  older.  Of  those  13  years  and  older,  18.4% 
were  Black  and  6.9%  Hispanic.  In  1980,  the  City  of  Chicago's  population 
was  43.9%  White,  39.8%  Black,  14%  Hispanic,  and  2.3%  Asian/Pacific 
Islander.  Region  II  also  contained  almost  65%  of  the  State's  Native 
American  population  of  whom  77%  resided  in  Cook  County. 


SERVICE  UTILIZATION 

The  exhibits  and  discussion  in  Chapter  II-A  and  the  more  detailed  set  of 
exhibits  at  the  end  of  the  this  Regional  Analysis  section,  provide  a sum- 
mary of  services  provided  in  Region  II  for  FY84.  The  table  on  alcoholism 
services  lists  a breakdown  of  clients  served  by  sex,  age,  and  race  in  each 
funded  alcoholism  treatment  category  as  reported  through  ERS.  For  Region 
II,  the  drug  abuse  data  lists  admissions  by  drug  of  abuse  and  by  age, 
race,  and  sex  as  reported  through  CODAP. 

Alcohol  Treatment  Admissions  Region  II  accounted  for  26,169  (50.1%)  of 
statewide  alcohol  admissions  which  is  a substantial  increase  over  FY82  and 
6,586  (77.2%)  of  statewide  drug  admissions  which  is  constant  for  recent 
years.  Half  of  the  alcohol  services  were  for  Residential  based  services 
and  the  other  half  for  Outpatient  services. 

Drug  Treatment  Admissions  Drug  services  are  predominantly  Outpatient  and, 
given  the  high  concentration  of  narcotics  abuse  in  this  region,  the 
Methadone  Maintenance  modality  accounts  for  a higher  percentage  of  service 
than  in  the  other  regions  of  the  State.  In  this  urban  concentration, 
narcotics  admissions  accounted  for  54.4%  of  all  drug  admissions  to  the 
region  and  89%  of  all  narcotics  admissions  in  the  State.  Marijuana 
accounted  for  15%  of  the  admissions  to  the  region  and  for  55.6%  of  all 
marijuana  admissions  in  the  State.  The  third  most  important  drug  was 
cocaine  accounting  for  12.7%  of  the  admissions  of  the  region  and  81.4%  of 
the  total  State  cocaine  admissions.  It  should  be  noted  that  while 
marijuana  is  second  in  frequency  within  this  region,  it  represents  the 
lowest  percentage  of  admissions  by  region  with  Region  I having  38%  of  its 
admissions  for  this  drug.  Region  III  40.4%,  and  Region  IV  43.8%. 

Age,  Sex  and  Race  Demographics  While  the  overall  men/women  ratio  for  the 
State  in  FY84  was  75%  men  and  25%  women  for  alcohol  and  70%  men  and  30% 
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women  for  drug  abuse,  Region  II  has  a slightly  higher  percentage  of  women 
admitted  for  drugs  (exceeded  only  by  Region  I)  and  a lower  percentage  of 
women  admitted  for  alcohol  --  the  lowest  percentage  in  the  State. 

Given  the  racial  composition  of  the  region,  48.8%  of  its  drug  admissions 
are  White  compared  to  55.8%  for  the  State  as  a whole  and  a range  of  73%  to 
85%  in  the  other  three  regions.  Black  admissions  account  for  43.1%  of  the 
admissions  as  compared  to  37.5%  for  the  State  and  a range  of  12%  to  25% 
for  the  other  three  regions.  Given  the  concentration  of  Hispanics  in 
Region,  II,  this  region  accounts  for  over  90%  of  all  statewide  admissions 
for  this  group. 

Similarly,  alcohol  admissions  for  Whites  constitute  58.0%  of  admissions 
whereas  the  range  for  the  rest  of  the  State  is  92%  to  95%.  Black  admis- 
sions account  for  33.2%  of  Region  II  admissions  as  compared  to  a range  of 
5%  to  7%  for  the  rest  of  the  State. 

Because  the  age  breakouts  in  the  current  dual  reporting  systems  for  alco- 
hol and  drugs  differ,  no  direct  comparisons  can  be  made.  However,  given 
the  high  concentration  of  the  narcotics  abuser  who  is  predominantly  older. 
Region  II  has  the  lowest  percentage  (21.6%)  of  under  age  20  admissions  and 
the  highest  percentage  for  the  over  29  age  group  (41.8%)  for  drugs. 

For  alcohol  admissions.  Region  II  has  the  lowest  (4.7%)  admission  rate  for 
the  under  18  and  also  the  lowest  rate  for  alcohol  (12.3%)  for  the  18-24 
age  group.  It  far  exceeds  the  rest  of  the  State  for  the  25-64  age  group 
which  accounts  for  81.3%  of  the  admissions  to  the  region.  The  ranges  for 
Regions  I,  III  and  IV  are  8%  to  9%  for  the  under  18,  22%  to  23%  for  the 

18-24,  and  67%  to  69%  for  the  25-64  groups. 

However,  it  must  be  kept  in  mind  that  the  treatment  demographics  of  Region 
II  are  to  a great  degree  driven  by  the  fact  that  the  region's  treatment 
capacity  is  less  than  is  needed  to  meet  the  needs  of  the  population.  Thus 
demographics  that  vary  from  other  regions,  or  do  not  reflect  the  actual 

demographics  of  Region  II,  result  in  part  from  a lack  of  the  type  of 

needed  program  or  deficiencies  in  program  capacity. 


SERVICE  SYSTEM  OVERVIEW 

All  components  of  the  current  DASA  funded  continuum  of  services  are  repre- 
sented within  the  Region  II  service  system.  There  are  also  several  compo- 
nents of  the  Region  II  system  that  are  not  found  in  other  regions  of  the 
State  system. 

During  FY85,  DASA  entered  into  service  contracts  with  95  Region  II  pro- 
viders. The  original  FY85  allocation  to  Region  II  totalled  over  $26 
million.  These  contractors  operated  a total  of  165  programs  ranging  from 
local  prevention  projects  to  hospital  based  emergency  services.  A break- 
out of  these  programs  is  listed  on  the  next  page. 

The  Region  II  service  system  also  includes  44  licensed  alcoholism  programs 
and  34  licensed  drug  abuse  programs  that  do  not  receive  DASA  funding.  In 
addition  to  these  programs,  the  Illinois  Health  Facilities  Planning  Board 
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Program  Category 


# Programs 


Outpatient  Alcoholism 
Intensive  Outpatient  Alcoholism 
Alcoholism  Detoxification 
Alcoholism  Residential  Rehab 
Alcoholism  Halfway  House 
Alcoholism  Recovery  Home 
Chronic  Inebriate  Sanctuary  Home 
Hospital  Purchase  Care,  Acute 


47 

7 

7 

15 

9 

1 

3 


Emergency  Treatment 
Outpatient  Substance  Abuse 
Day  Care  Substance  Abuse 
Residential  Substance  Abuse 
Medical  Referral  Service 


28 

28 

1 

9 


(Central  Intake) 
Prevention  Projects 


1 

9 


lists  a total  of  783  Region  II  hospital  beds  designated  as  alcoholism 
detoxification  and/or  treatment  beds.  Many  of  these  are  chemical  depend- 
ency program  beds  in  terms  of  client  admissions. 

In  FY84  DASA  funded  alcoholism  Outpatient  programs  provided  services  to 
12,637  clients.  Detoxification  programs  provided  service  to  10,413  cli- 
ents, 1,041  clients  were  served  in  alcoholism  Halfway  House  programs, 
alcoholism  Residential  Rehab  programs  served  1,429  clients,  and  649  cli- 
ents were  served  by  Alcoholism  Intensive  Outpatient  programs. 

Three  of  the  five  Sanctuary  Homes  in  the  State  are  located  in  Chicago. 

The  FY84  data  for  these  programs  show  that  a total  of  174  residents  were 
served.  A Recovery  Home  was  opened  in  Chicago  in  December  of  FY85.  (See 
special  table  at  the  end  of  this  section.) 

There  were  6,586  admissions  to  DASA  funded  drug  abuse  treatment  programs 
in  Region  II  for  FY84.  Included  in  this  total  were  3,581  admissions  for 
abuse  of  Narcotics,  253  for  Sedative/Hypnotics,  331  for  Amphetamines,  990 
for  Marijuana,  192  for  Hallucinogens,  839  for  Cocaine,  and  400  admissions 
for  abuse  of  other  substances. 

The  above  narrative  with  programmatic  and  service  data  in  the  exhibits 
provides  a quantified  description  of  the  Region  II  service  system  essen- 
tially as  it  existed  prior  to  consolidation.  The  discussion  below  provides 
an  illustration  of  the  Region  II  system  as  it  is  in  the  process  of  evolv- 
ing into  a consolidated  system  of  care.  By  necessity  the  description 
below  is  of  a less  quantified  nature  than  the  narrative  provided  above. 
This  discussion  allows,  however,  for  both  an  explanation  of  how  the  exist- 
ing system  components  fit  into  a consolidated  system  and  also  begins  to 
describe  the  conceptual  framework  for  that  consolidated  system. 

The  DASA  funded  system  of  services  available  within  Region  II  includes: 

. Local  prevention  projects  designed  to  reduce  the  incidence  and 
prevalence  of  alcohol  and  substance  abuse  problems  and  promote 
healthy  lifestyles  in  identified  populations  and  areas.  A special 
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focus  of  prevention  is  on  youth  and  adolescents. 


Emergency  response-intake  and  assessment  component  consisting  of 
free  standing  Detoxification  centers;  a drug  abuse  Central  Intake 
operation;  and  hospital  Emergency  Room,  screening,  triage,  and 
medical  backup  funded  contractually  through  purchase  care  agreements. 
As  part  of  their  function  within  the  region's  treatment  system,  and 
to  fulfill  their  role  in  implementing  the  decriminalization  of  pub- 
lic intoxication.  Detoxification  centers  provide  emergency  response 
services  for  the  referrals  from  police,  hospital  emergency  rooms, 
and  the  general  public.  In  suburban  areas,  emergency  response  may 
include  furnishing  transportation  of  public  inebriates  to  a Detoxi- 
fication center  for  assessment  and  triage.  In  the  city  of  Chicago, 
Detoxification  programs  operate  reception  centers  which  accept  cli- 
ents from  the  police  and  other  referral  sources.  Programs  providing 
these  services  include  Social  Setting  Detoxification,  Non-Hospital 
Medical  Detoxification,  Purchase  Care  Hospital  Emergency  Rooms,  and 
Central  Intake. 

Outpatient  component  that  provides  intervention  and  treatment  on  a 
scheduled  or  not-schedul ed  basis  in  varying  degrees  of  intensity  and 
duration.  These  programs  may  also  perform  non-emergency  assessment/ 
intake  services,  and  FDA  21  day  detoxification  methadone.  Programs 
providing  these  services  include  alcoholism  Outpatient,  alcoholism 
Intensive  Outpatient,  drug  abuse  Day  Treatment,  Drug  Free  Outpa- 
tient, Methadone  Maintenance,  and  Early  Intervention. 

Residential  component  that  provides  structured,  24-hour  care  for 
clients  in  need  of  this  type  of  service.  Residential  treatment 
services  vary  in  intensity  and  duration  from  short-term  intensive 
rehabilitation  programs  to  longer  term  Residential  settings  geared 
to  reintegrating  and  resocializing  clients  toward  a more  functional 
lifestyle.  Programs  providing  these  services  include  Alcoholism 
Residential  Rehabilitation,  Alcoholism  Halfway  House,  Residential 
Drug  Free,  and  Residential  Methadone  Maintenance. 

Residential  alternatives  to  treatment  components  that  provide  safe, 
supportive,  environments  for  chronic  abusers  who  are  inappropriate 
for  or  cannot  utilize  the  treatment  system  or  a component  that  pro- 
vides a homelife  atmosphere  for  individuals  with  a commitment  to 
sobriety  who  are  in  need  of  peer  support  and  encouragement  as  they 
begin  the  resocialization  process.  Both  of  these  alternative  sup- 
port programs  require  relatively  long  or  open-ended  length  of  stays 
and  are  intentionally  designed  to  appear  non-structured , and  non- 
institutional , to  program  participants.  Programs  providing  these 
services  include  chronic  Sanctuary  Homes  and  alcoholism  Recovery 
Homes. 

Case  Coordination  components  provide,  on  a limited  basis,  to  spe- 
cifically designated  target  population  clients  and  service  areas, 
assessment/referral  and  crisis  intervention  services.  Case  coordi- 
nation programs  do  not  provide  direct  treatment,  but  do  improve  ac- 
cess to  services  for  specified  groups  of  clients  such  as  chronic 
inebriates  or  dually  diagnosed  clients.  The  programs  also  improve 
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access  to  services  for  providers  and  their  clients  in  underserved 
areas  of  the  region  and  can  serve  as  the  focal  point  contact  when 
clients  transfer  between  programs. 

. Primary  entry  point  for  drug  abuse  services  in  Region  II  is  through 
the  Central  Intake  operation.  Clients  referred  to  Central  Intake  by 
treatment  programs,  TASC,  or  by  self  referral  are  assessed  for  the 
appropriate  level  of  care  and  referred  for  treatment,  on  the  basis 
of  a client's  drug  use  pattern,  physical  health,  criminal  justice 
status,  living  arrangement,  family  relationship,  job  status,  and 
location.  Placement  decisions  on  TASC  referred  clients  are  made  in 
conjunction  with  TASC  staff  the  provider  and  the  court.  Drug  abuse 
providers  and  their  clients  have  access  to  all  available  services  in 
the  region  either  directly  or  through  linkage  agreements  with  other 
providers.  Central  Intake  has  also  recently  been  serving  as  a medi- 
cal screening  service  for  alcoholism  Detoxification  centers. 

. Entry  into  the  alcoholism  treatment  system  is  decentral ized  through- 
out Region  II.  While  an  individual  may  occasionally  access  treat- 
ment services  at  any  level  on  the  service  continuum,  most  clients 
are  seen  for  the  first  time  at  one  of  the  emergency  response  or  Out- 
patient service  components. 

Within  the  Region  II  service  system,  local  services  systems  are  usually 
anchored  by  a free  standing  Detoxification  center.  In  a given  service 
area,  a mix  of  treatment  providers  usually  relate  to  a single  Detoxifi- 
cation center  which  accepts  and/or  sends  referrals  to  and  from  these 
providers. 

The  Region  II  Detoxification  centers  and  their  approximate  service  areas 
are  1 isted  bel ow : 

LSSI-ATA 


Northwestern  House 


Haymarket  House 
TWO 


Lake  County 
SHARE 


South  Suburban 


Chicago  - North 
Cook  County  - North 

Chicago  -Near  North 
Chicago  - Central 

Chicago  - West 

Chicago  - South 

Collar  Counties  - North 

Cook  County  - Northwest 
Collar  Counties  - Northwest 
Collar  Counties  - West 

Cook  County  - South 
Collar  Counties  - South 


As  the  discussion  suggests,  drug  abuse  and  alcoholism  services  are  not 
currently  integrated  into  one  service  system  continuum.  In  Region  II,  as 
in  other  regions,  prevention  services  and  treatment  services  geared  for 
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youth  have  moved  the  farthest  toward  a full  consolidated  delivery  of 
services. 

The  various  provider  coalitions  currently  operating  in  Region  II  are  at- 
tempting to  increase  and  strengthen  ties  between  alcoholism  and  drug  abuse 
service  providers  in  the  region.  The  coalitions  allow  providers  to  share 
expertise  and  improve  their  inter-disability  networking.  Due  to  the  inclu- 
sive nature  of  coalitions  and  the  flexible  service  area  boundaries,  some 
providers,  especially  in  suburban  areas,  have  found  it  advantageous  to 
belong  to  more  than  one  coalition  network. 


FY84  State  Funded 

Alcoholism  and  Drug  Treatment  Modalities 


Detox. 


Res. Rehab. 


Half.Hse. 
Int.Outoat. 


RELATIONSHIP  OF  SECTOR  STRUCTURE 
TO 

REGION  II  SERVICE  SYSTEM 

Currently  only  Region  II  due  to  its  population  size,  number  of  providers 
and  service  target  complexity  is  administratively  divided  into  three 
Sectors  (A,  B,  and  C),  and  it  is  important  to  note  that  the  system  of 
services  is  viewed  as  a single  region  for  overall  planning,  programming, 
and  budgeting  purposes. 

The  current  region/sector  structure  and  responsibilities  are  outlined 
bel ow : 

Sector  A (Cook  County)  62  Funded  Corporations 

Sector  B (Lake,  McHenry,  DuPage, 

Kane,  Kendall  Counties)  21  Funded  Corporations 

Sector  C (Will,  Grundy,  Kankakee 

Counties)  12  Funded  Corporations 


86-III-C-Page  47 


Each  group  of  sector  staff  is  responsible  for  direct  program  coordination 
with  the  funded  programs  in  their  sector.  Providers  with  programs  in  more 
than  one  sector  are  assigned  to  sector  staff  on  a case-by-case  basis  depend 
ing  on  how  a provider's  services  relate  to  other  providers  in  the  sector 
and  region.  There  are  five  Region  II  corporations  (Gateway,  Interven- 
tions, Lutheran  Social  Services  of  Illinois,  Substance  Abuse  Services,  Inc. 
and  Leyden  Family  Services)  with  programs  in  more  than  one  sector. 

Staff  assigned  to  region  management  are  responsible  for  coordinating  the 
overall  operation  of  the  region.  Duties  and  responsibilities  include 
program  and  system  development  and  implementation,  coordination  of  DASA 
inter-region  and  inter-division  issues  impacting  on  Region  II,  coordi- 
nation and  management  of  Department  special  initiatives  and  demonstrations 
operating  in  Region  II  including  the  HCFA/ISPD  and  the  Youth  Initiative, 
liaison  to  non-funded  members  of  the  region's  service  system,  coordination 
of  the  Region's  intramural  and  extramural  information  flows,  and 
management  of  other  region-wide  activities.  Region  management  staff  are 
currently  coordinating  all  administrative  activities  related  to  Region  II 
Purchase  Care  contracts  and  fee-for-service  grants.  This  activity  will 
eventually  be  transitioned  to  sector  staff.  Management  staff  are  also 
continuing  to  administer  the  fiscal  closeout  of  FY84  with  regional  staff 
from  DMH/DD. 

There  are  numerous  issues  and  treatment  systems  gaps,  including  lack  of 
some  services  and  insufficiency  of  others,  requiring  resolution  in  Region 
II.  Many  of  these  issues  are  of  some  magnitude,  for  which  resolution  will 
require  multiple  planning  steps  and  objective  setting.  This  situation  has 
led  the  region  to  prioritize  the  following  issues  to  receive  primary  atten- 
tion during  FY86  for  the  development  of  finite  planning  objectives  and 
activities  for  FY87  and  88. 


ISSUES 

Issue  Lack  of  residential  capacity  keeps  per  capita  admissions  below  the 
referral  related  need  level  and  below  other  regions  and  the  statewide  aver- 
age based  on  estimated  needs. 

Discussion  Region  II  has  experienced  a net  loss  in  alcoholism  residential 
beds  in  recent  fiscal  years.  The  40  State-operated  beds  at  Elgin  Mental 
Health  Center  lost  when  the  alcoholism  program  was  phased  out  have  not 
been  replaced,  using  interim  purchase  of  private  beds  as  a temporary 
measure.  Twenty-two  beds  were  also  lost  in  the  Uptown  area  due  to  program 
closure  and  the  City  of  Chicago  has  reduced  beds  at  its  alcoholism  program 
from  110  to  73. 

This  lack  of  residential  beds  also  makes  it  impractical  to  add  additional 
Detoxification  beds  as  a first  step  even  though  three  of  the  region's  Detox 
ification  programs  consistently  operate  at  or  near  100%  of  their  licensed 
capacity.  Alcoholism  residential  beds  should  be  added  in  the  Elgin  area. 
During  FY86  the  region  will  also  attempt  to  restore  some  of  the  beds  that 
have  been  discontinued  at  the  Chicago  Alcoholic  Treatment  Center  (CATC). 

The  region  has  received  a proposal  from  the  Chicago  Board  of  Health  to 
reopen  31  beds  at  CATC.  These  and  other  attempts  to  more  closely  match 
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Region  II  service  capacity  needs  to  the  region's  population  are  contingent 
on  increased  Department  funding. 

Issue  Lack  of  services  to  meet  the  treatment  needs  for  women  as  presented 
in  the  demographic  overview  indicates  women  are  under-represented  in  admis- 
sions to  the  region's  service  system. 

Discussion  From  the  experience  of  treatment  program's  currently  operating 
in  this  region,  two  main  concerns  have  surfaced  regarding  treatment  for 
women.  The  concern  mentioned  most  often  has  been  the  need  to  provide  or 
access  child  care  for  women  in  treatment.  The  second  identified  need  is 
for  enhancement  of  parenting  skills.  The  existing  womens'  treatment  system 
that  includes  Day  Treatment  and  Halfway  House  programs  should  be  stabi- 
lized and  enhanced.  A pilot  project  that  includes  a women's  residential 
treatment  program  with  a child  care  component  should  be  established  with 
any  available  new  initiative  funding.  The  project  should  be  large  enough 
to  be  cost  effective  and  have  a strong  evaluation  component  built  into  the 
program  design  since  future  refinement  of  the  strategy  and  design  are  in- 
herent in  this  service. 

Issue  The  majority  of  the  existing  DASA  supported  treatment  system  in  the 
region  is  geared  towards  an  adult  population.  The  programs  geared  specifi- 
cally toward  youth  are  over  utilized.  Since  Residential  programs  for 
youth  are  scarce  throughout  the  State,  the  existing  programs  in  Region  II 
tend  to  function  with  statewide  rather  than  regional  service  areas.  While 
additional  non-DASA  supported  youth  programs  are  available  in  the  region, 
these  services  are  not  accessible  to  clients  without  insurance  or  private 
pay  resources. 

Discussion  The  region  should  increase  access  to  existing  youth  treatment 
services  through  fee  for  service  grants  and  establishment  of  additional 
treatment  services  where  possible.  Support  should  be  given  by  the  region 
to  the  Department's  efforts  in  developing  a Strategic  Plan  for  services 
that  includes  youth  treatment  issues.  Preliminary  data  gathered  in  1983 
provide  an  estimate  of  167,000  alcohol  abusers  under  age  18  in  Region  II 
with  the  caveat  that  many  or  most  are  also  chemically  dependent. 

Issue  The  region  population  represents  almost  every  underserved  ethnic, 
cultural  or  social  group  in  the  State's  population  and  new  development  is 
needed. 

Discussion  The  FY84  Minority  Initiative  made  a small  improvement  in  the 
alcohol  ism  services  for  these  population  groups.  Additional  programming 
is  indicated,  particularly  to  fill  identifiable  gaps  in  the  service  con- 
tinuum for  both  alcohol  and  drug  abuse  programs.  Specific  program  design 
and  linkage  issues  must  be  explored. 

Issue  Clients  in  treatment  have  difficulty  in  accessing  needed  ancillary 
health  and  social  services.  Multiple  problem  clients  have  difficulty  in 
accessing  the  full  range  of  services  that  will  meet  their  needs.  In  terms 
of  Department  projects  this  has  been  termed  "Community  Network  System 
Devel  opment . " 
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Discussion  While  the  treatment  system  acknowledges  the  client's  need  for 
these  ancillary  services,  it  may  be  inappropriate  for  these  services  to  be 
provided  directly  by  alcohol  or  drug  abuse  programs.  In  many  instances 
clients  can  more  successfully  access  needed  services  when  a Case  Coordi- 
nation component  is  added  to  an  area's  treatment  system.  This  component 
can  provide  crisis  intervention,  case  management,  and  follow-up  services 
to  specifically  designated  clients  such  as  chronic  abusers  or  dually 
diagnosed.  The  services  can  also  be  helpful  in  the  underserved  areas  of 
the  region  such  as  the  inner-city  or  rural  areas.  A Case  Coordination 
component  on  a limited  basis  in  specifically  designated  areas  of  the 
region  could  be  established  to  increase  access  to  services  for  identified 
target  populations.  This  could  improve  linkages  between  service  providers 
as  well  as  the  quality  of  service  while  avoiding  duplication  of  program 
services  whenever  possible.  This  program  should  include  a strong  evalu- 
ation component  to  measure  the  impact  on  individual  client  and  general 
service  system  needs.  The  evaluation  component  could  also  be  used  to 
develop  a model  program  design  that  would  be  helpful  in  the  replication 
process. 
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REGION  II 

FY'84  lindupl i cated  Clients  Served  by  Sex,  Race,  X Age 
For  All  Alcoholism  Treatment  Modalities 
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SOURCE:  DMHOD-OIS  QS047000 ,E044A 

PERCENTAGES  FROM  LAST  6 MONTHS  FY-84 


REGION  II 


Exhibit  III-C-13a 

FY84  Sanctuary  Homes  Utilization  for  Region  II 


Program 

Unduplicated 

Residents 

Days 

Length  of  Stay  Days 

Gee's  Manor 
104 

11  ,900+ 
Residents 

% ■ 

Dunbar  House 
24 

3,200+ 

* Residents  % 

Walsh  Residence 
46 

5,300+ 

Residents  % 

30 

28 

(26.9) 

5 

(21  ) 

10  (21.7) 

31-90 

25 

(24  ) 

6 

(25  ) 

9 (19.6) 

91-180 

19 

(18.3) 

3 

(12.5) 

12  (26  ) 

181-365 

24 

(23  ) 

7 

(29  ) 

10  21.7) 

Admissions 

June  1984 

8 

( 7.7) 

3 

(12.5) 

5 (10.9) 

Length  of  Stay  Days 
for 

Residents  In  House 

on  June  30,  1984  ** 

30 

Residents 

% 

9 

Residents 

% 

15 

Residents  % 

Admissions 

June  1984 

8 

(26.7) 

3 

(33.3) 

5 (33.3) 

31-90 

2 

( 6.7) 

- 

- 

3 (20.0) 

91-180 

5 

(16.7) 

- 

- 

2 

181-365 

15 

(50.0) 

6 

(66.7) 

5 (33.3) 

* Note:  Percents  do  not  equal  100  due  to  rounding  category  of  stay  breakout 

and  persons  in  residence  on  June  30th. 

**  Note:  This  report  does  not  cross  fiscal  years  but  the  stay  is  longer  than 

1 year  for  many  persons  in  the  program  who  were  in  the  program  for 
all  of  FY84  - 365  days. 
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Exhibit  IlI-C-14 


REGION  IT 

FY'84  Unduplicated  Clients  Served  by  Sex,  Race,  A Age 
Alcoholism  Outpatient  Services 


FY— 82 


FY— 83 


FY— 84  (1) 


# 

2 OF  TOTAL 

2 OF  TOTAL 

# 

2 OF  TOTAL 

SEX 

MALE 

6562 

66. OZ 

6729 

63.92 

8581 

67.92 

FEMALE 

3154 

31. 7Z 

3178 

30.22 

4018 

31.82 

NOT  CODED/MISCODED 

223 

2.22 

625 

5.92 

38 

0.32 

TOTAL 

9939 

100.02 

10532 

100.02 

12637 

100.02 

RACE 


WHITE 

6401 

64.42 

6646 

63.12 

8075 

63.92 

BLACK 

2529 

25.42 

2450 

23.32 

3134 

24.82 

HISPANIC 

668 

6.72 

711 

6.82 

1289 

10.22 

NATIVE  AMERICAN 

72 

0.72 

^ 70 

0.72 

76 

0.62 

OTHER /UNKNOWN 

269 

2.72 

655 

6.22 

63 

0.52 

TOTAL 

9939 

100.02 

10532 

100.02 

12637 

100.02 

AGE 

< 18 

914 

9.22 

951 

9.02 

1049 

8.32 

18  - 24 

1439 

14.52 

1609 

15.32 

1933 

15.32 

25  - 64 

7437" 

74.82 

7796 

74.02 

9478 

75.02 

65  + 

149 

1.52 

176 

1.72 

177 

1.42 

TOTAL 

9939 

100.02 

10532 

100.02 

12637 

100.02 

SOURCE;  DMHDD-OIS  QS047000 

(1)  PERCENTAGES  FROM  QS047000  LAST  6 MONTHS  FY-84 
TOTAL  ESTIMATED  FROM  QS047000 .E0444 
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Exhibit  III-C-15 


REGION  II 

FY'84  Undupl i cated  Clients  Served  by  Sex,  Race,  A Age 
Alcoholism  Detoxification  Services 


FY— 82 

FY— 83 

FY— 84 

# Z OF  TOTAL 

# Z OF  TOTAL 

# Z OF  TOTAL 

SEX 


MALE 

8875 

91. 4Z 

9108 

90. 7Z 

9407 

90. 3Z 

FEMALE 

822 

8.5Z 

922 

9.2Z 

978 

9.4% 

NOT  CODED/MISCODED 

14 

O.IZ 

9 

O.IZ 

28 

0.3Z 

TOTAL 

9711 

100. OZ 

10039 

100. OZ 

10413 

100. OZ 

RACE 

WHITE 

4764 

49.  IZ 

4931 

49. IZ 

5127 

49.2% 

BLACK 

4194 

43. 2Z 

4377 

43. 6Z 

4524 

43.4% 

HISPANIC 

545 

5.6Z 

532 

5.3Z 

591 

5.7% 

NATIVE  AMERICAN 

174 

1.8Z 

152 

1.5Z 

108 

1.0% 

OTHER /UNKNOWN 

34 

0.4Z 

47 

0.5Z 

63 

0.6% 

TOTAL 

9711 

100. OZ 

10039 

100. OZ 

10413 

100.0% 

AGE 

< 18 

133 

1.4Z 

138 

1.4Z 

117 

1.1% 

18  - 24  * 

690 

7.1Z 

743 

7.4Z 

783 

7.5% 

25  - 64  * 

8558 

88.  IZ 

8920 

88. 9Z 

9259 

88.9% 

65  + 

309 

3.2Z 

221 

2.2Z 

212 

2.0% 

UNKNOWN 

21 

0.2Z 

17 

0.2Z 

42 

b.4% 

TOTAL 

9711 

100. OZ 

10039 

100. OZ 

10413 

100.0% 

SOURCE:  DMHDD-OIS  AGO  32200 

* TOTALS  AND  PERCENTAGES  ESTIMATED  USING  PERCENTAGES  FROM 
DMHDD  REPORT  # QS047000 
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Exhibit  III-C-16 


REGION  II 

FY'84  Unduplicated  Clients  Served  by  Sex,  Race,  A Age 
Alcoholism  Halfway  House  Services 


FY- 

-82 

FY- 

-83 

FY- 

-84  (11 

2 OF  TOTAL 

# 

2 OF  TOTAL 

* 

% OF  TOTAL 

SEX 

MALE 

645 

77.52 

726 

75.62 

759 

72.9% 

FEMALE 

186 

22.42 

228 

23.82 

280 

26.9% 

NOT  CODED/MISCODED 

1 

0.12 

6 

0.62 

2 

0.2% 

TOTAL 

832 

100.02 

960 

100.02 

1041 

100.0% 

RACE 

WHITE 

589 

70.82 

706 

73.5% 

669 

64.3% 

BLACK 

207 

24.92 

226 

23.5% 

339 

32.6% 

HISPANIC 

24 

2.9% 

11 

1.1% 

22 

2.1% 

NATIVE  AMERICAN 

9 

1.12 

11 

1.1% 

8 

0.8% 

OTHER /UNKNOWN 

3 

0.42 

6 

0.6% 

3 

0.3% 

TOTAL 

832 

100.02 

960 

100.0% 

1041 

100.0% 

AGE 

< 18 

16 

1.92 

25 

2.6% 

24 

2.3% 

18  - 24 

130 

15.62 

162 

16.9% 

186 

17.9% 

25  - 64 

679 

81.62 

771 

80.32 

826 

79.3% 

65  + 

7 

0.82 

2 

0.22 

5 

0.52 

TOTAL 

832 

100.02 

960 

100.02 

1041 

100.02 

SOURCE:  DMHDD-OIS  QS047000 

(1)  PERCENTAGES  FROM  QS047000LAST  6 MONTHS  FY-84 
TOTAL  ESTIMATED  FROM  QS047000 ,E0444 
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Exhibit  III-C-17 


REGION  II 

FY'84  Unduplicated  Clients  Served  by  Sex,  Race,  A Age 
Alcoholism  Residential  Rehabilitation  Services 


FY— 82 

FY—83 

FY— 84  (1) 

# 2 OF  TOTAL 

# 2 OF  TOTAL 

# 2 OF  TOTAL 

SEX 

MALE 

FEMALE 

NOT  CODED/MISCODED 

647  85.92 

78  10.42 

28  3.72 

972  83.42 

181  15.52 

13  1.12 

1190  83.32 

235  16.42 

4 0.32 

TOTAL 

753  100.02 

1166  100.02 

1429  100.02 

RACE 


WHITE 

470 

62.42 

779 

66.82 

924 

64.72 

BLACK 

218 

29.02 

336 

28.82 

472 

33.02 

HISPANIC 

22 

2.92 

34 

2.92 

23 

1.62 

NATIVE  AMERICAN 

12 

1.62 

9 

0.82 

6 

0.42 

OTHER /UNKNOWN 

31 

4.12 

8 

0.72 

4 

0.32 

TOTAL 

753 

100.02 

1166 

100.02 

1429 

100.02 

AGE 

< 18 

27 

3.62 

24 

2.12 

10 

0.72 

18  - 24 

112 

14.92 

177 

15.22 

214 

15.02 

25  - 64 

608 

80.72 

955 

81.92 

1192 

83.42 

65  + 

6 

0.82 

10 

0.92 

13 

0.92 

TOTAL 

753 

100.02 

1166 

100.02 

1429 

100.02 

SOURCE:  DMHDD-OIS  QSO  47000 

(1)  PERCENTAGES  FROM  QS047000  LAST  6 MONTHS  FY-84 
TOTAL  ESTIMATED  FROM  QS047000 ,E0444 
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REGION  II  Total  Regional  Drug  Admissions  by  Drug 


All  Others 

% of 

1.0 

4.7 

0.3 

0.1 

6.2 

87 

400 

30 

10 

527 

01 

c 

3!  of 

0.9 

10.0 

1.0 

0.3 

12.0 

O 

o 

73 

839 

82 

28 

1,027 

c 

0^ 

o 

c 

X of 

0.1 

2.2 

0.2 

0.2 

2.8 

u 

3 

*9 

X 

13 

192 

16 

15 

23G 

C 

3 

O 

3.8 

11.0 

3.G 

i.e 

20.9 

y . 

330 

990 

304 

157 

1,701 

kA 

0) 

c 

e 

% of 

0.7 

3.9 

1.1 

0.6 

6.3 

•M 

01 

x; 

Q. 

59 

331 

95 

52 

537 

(/I  1/ 
01  C 
> 

% of 

0.4 

3.0 

0.9 

0.3 

4.7 

W c 
c 

*3  a 
0)  > 
</>  z 

3C 

253 

80 

29 

398 

i/» 

u 

4-> 

o 

i of 

3.1 

42.0 

0.8 

47.2 

u 

u 

z 

m 

266 

3,581 

no 

67 

4,024 

[ A 1 Drugs 

<4- 

o 

>0 

10.2 

77.2 

8.4 

4.2 

100.0 

=4|i 

869 

6,586 

717 

358 

6,530 

1 Regions 

Region  1 

(13.6) 

Region  2 

(63.7) 

Region  3 
02.1) 

Region  4 
(10.6) 

Total  State 

3 

O 

1/1 


ai 


I 

o 

I 


SI 

X 

UJ 


X 

oo 

o8 


O) 

o 

fO 

cc 


<u 

oi 

•a: 

>1 

sn 

l/l 

c 

o 

*r” 

00 
l/l 

•r— 

E 

■o 

<c 

01 
3 

s- 

Q 


c= 

0 

01 

cu 

ck: 


ra 

+-> 

o 


o 

I— ( 

C3 

UJ 

q; 


CM 

A 

o 

2.7 

32.3 

2.1 

1 

0.7 

37.7 

230 
2,754 
177 
' 61 
3,222 

1 

<Tt 

CM 

1 

kO 

CM 

X Of 

1.9 

17.6 

2.0 

0.7 

22.3 

166 

1,502 

171 

66 

1,905 

CM 

1 

O 

CM 

X Of 

1.4 

10.7 

1.9 

1.0 
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REGION  III 


DEMOGRAPHIC  OVERVIEW 

While  Region  III  ranks  third  in  population  among  the  Department's  four 
regions,  it  is  the  largest  geographically.  Region  III  covers  most  of 
central  Illinois  and  extends  from  Missouri  on  the  west  to  Indiana  on  the 
east.  It  contains  34  or  one-third  of  the  total  number  of  counties  in  the 
State.  Covering  20,792  square  miles.  Region  III  has  a population  of 
1,404,791,  which  is  12.1%  of  the  total  State  population. 

Given  the  region's  large  geographic  area,  it  is  interesting  that  44%  of 
its  population  resides  in  SMSA's.  These  areas  are  represented  by 
Bloomington-  Normal,  Champaign,  Urbana,  Decatur  and  Springfield.  The 
remaining  56%  of  the  region's  population  is  found  in  rural  areas  and  small 
towns,  often  far  away  from  cities. 

The  geographic  and  demographic  make-up  of  Region  III  presents  distinct 
problems  in  the  administration  and  provision  of^S£rvices  for  people  with 
alcohol  and  substance  abuse  problems.  While  a full  array  of  services 
exists  in  the  metropolitan  areas,  people  in  need  of  help  in  the  rural 
areas  often  must  travel  long  distances  to  get  the  care  that  they  need.  A 
duplication  of  these  services  in  the  rural  areas  often  cannot  be  justified 
because  of  the  small  number  of  clients  that  would  be  served,  which  leads 
to  the  necessity  of  development  of  effective  access  mechanisms  and  strong 
referral /I inkage  arrangements. 


SERVICE  UTILIZATION 

Alcohol  Treatment  Admissions  As  shown  in  the  exhibits  and  discussion  in 
Chapter  IIA  and  the  more  detailed  set  of  exhibits. at  the  end  of  this 
Regional  Analysis  section.  Region  III  accounted  for  8,974  or  17.2%  of  all 
alcohol  treatment  admission  for  FY84.  Of  these  admissions,  25%  were  for 
Detoxification,  over  9%  for  Residential  Rehabilitation,  4%  for  Halfway 
Houses  and  60%  for  Outpatient  services.  Based  on  comparisons  with  FY82  for 
alcohol,  this  represents  a substantial  increase  in  admissions  particularly 
in  Outpatient  Services. 

Drug  Treatment  Admissions  The  region  accounted  for  717  (8.4%)  of  all  drug 
abuse  treatment  admissions.  Drug  admissions  remained  relatively  constant 
with  most  in  Outpatient  Drug  Free.  The  specific  drugs  for  which  these  717 
individuals  were  admitted,  were  40.4%  admitted  for  Marijuana,  15.3%  for 
Narcotics,  13.2%  for  amphetamines,  11.4%  for  Cocajne,  11.2%  for  Sedatives/ 
Hypnotics,  2.2%  for  Hallucinogens,  and  4.2%  for  a variety  of  other  drugs. 

Combined,  these  admissions  constituted  almost  16%  of  all  admissions  which 
is  proportionate  to  the  region's  share  of  the  total  State  population. 

Age,  Sex  and  Race  Demographics  The  relative  proportions  of  men  and  women 
in  alcohol  treatment  has  remained  relatively  constant  at  78%  men  and  22% 
women.  The  region  differs  from  the  70%  and  30%  men/women  ratio  for  drug 
admissions  of  the  State  in  that  80%  of  its  admissions  are  men,  a relative- 
ly constant  percentage  over  recent  years. 
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The  racial /ethnic  characteristics  of  clients  in  alcohol  treatment  are: 
94.6%  White,  4.5%  Black,  0.4%  Hispanic  and  0.5%  other  races.  For  drug 
admissions  the  characteristics  are:  85.8%  White  12.2%  Black,  and  2.0% 

Other  (mostly  Hispanic). 

While  nearly  29%  of  the  population  is  less  than  18  years  of  age,  this 
group  accounted  for  only  6.2%  of  the  alcohol  admissions.  Drug  admissions 
are  broken  out  at  the  under  20  level  and  these  accounted  for  28.6%  of  all 
admissions.  While  this  represents  an  increase  from  data  for  FY82,  it  is 
an  area  of  concern  to  be  addressed. 

Another  group  that  is  underrepresented  is  the  65  and  over  age  category 
which  constitutes  13%  of  the  region  population  but  accounts  for  but  1.8% 
of  the  alcohlol  admissions.  Several  special  outreach  efforts  to  the  senior 
citizen  population  were  made  during  FY83  as  part  of  the  HCFA  project  dis- 
cussed in  Chapter  IV,  but  no  significant  access  patterns  have  been 
devel oped. 


FY84  State  Funded 

Alcoholism  and  Drug  Treatment  Modalities 


Res. 

Half.  Hse. 
Int.  Outpat. 


Outpat. 


SERVICE  SYSTEM  OVERVIEW 

While  program  offerings  differ  from  one  provider  agency  to  another,  in 
total.  Region  III  provider  agencies  offer  the  full  spectrum  of  alcoholism 
and  substance  abuse  care  including: 

-24-hour  emergency  acute  (hospital  ) care 

-Hospital  and  Social  Setting  Detoxification 

-Hospital  and  non-hospital  Residential  Rehabilitation  care 

-Intensive  and  regular  Outpatient  care 

-Halfway  House  care 

-Aftercare  services 

In  addition  to  these  more  traditional  services.  Region  III  providers  offer 
a number  of  innovative  programs  including  alcohol  and  substance  abuse  pre- 
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vention,  services  for  children,  and  employer  assistance  services.  Region 
III  also  participates  in  numerous  statewide  programs: 

. There  are  eleven  independent  prevention  programs  which  function  to 

reduce  alcoholism  and  substance  abuse  through  education,  training  and 
community  action  activities. 

. Through  the  Lighthouse,  a community-based  agency  in  Bloomington, 

Region  III  is  represented  in  the  Department's  Youth  Initiative 
Demonstration  Project  (See  Chapter  IV).  This  project,  new  in  FY85, 
serves  children  who  abuse  alcohol  or  drugs,  «r  both. 

. All  of  Region  Ill's  larger  provider  agencies  offer  Employee  Assis- 
tance Programs.  These  programs  function  to  aid  employers  in  recog- 
nizing and  assisting  employees  who  have  alcohol  and  substance  abuse 
problems,  through  consultation  and  training.  Employee  Assistance 
Program  offerings  vary  by  agency,  from  a full-time  staff  position 
devoted  to  employer  assistance,  to  part-time  staffing  for  consul- 
tation. 

. Region  III  contains  eight  of  twelve  demonstration  sites  selected  to 
participate  in  the  Illinois  Medicare/Medicaid  Alcoholism  Services 
Demonstration  Project.  The  purpose  of  this  demonstration,  described 
in  Chapter  IV,  is  to  determine  the  overall  economic  and  programmatic 
benefits  gained  when  federal  medicare  and  medicaid  payments  are  used 
for  alcoholism  treatment.  This  project,  ending  October  1985,  for 
medicare,  and  January  1986, for  medicaid,  will  be  analyzed  by  the 
governments  of  Illinois  and  other  states  as  well  as  the  federal  govern- 
ment to  determine  its  practicability  in  the  context  of  the  overall 
health  care  system. 

. A similar  Department  project,  the  Individual  Service  Payment  Demon- 
stration Project,  is  also  largely  represented  by  provider  agencies  in 
Region  III.  The  purpose  of  this  project,  described  in  Chapter  IV,  is 
to  demonstrate  the  feasibility  of  paying  agencies  on  a fee  for 
service,  fixed  rate  basis,  as  opposed  to  traditional  funding  by 
grant-in-aid  for  direct  treatment  services. 

These  special  projects  constitute  a major  portion  of  the  issues  and 
objectives  for  this  region.  However,  the  following  section  covers  a 
number  of  long  range  objectives  to  be  outlined  and  developed. 

In  view  of  the  structural  changes  resulting  from  formation  of  the  new 
Department,  the  geographic  and  demographic  make-up  of  the  region,  and 
major  programmatic  modifications  which  must  now  occur,  the  difficulties  in 
establishing  a method  of  regional  planning  are  obvious.  Nonetheless,  a 
number  of  options  exist  for  the  Department  which,  taken  together,  should 
help  establish  an  approach  to  the  process  of  planning  for  the  future  of 
Region  III.  These  include: 

. Convening  regional  provider  meetings  for  the  purpose  of  advice  and 
comment  regarding  regional  affairs 
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. Conducting  a preliminary  assessment  of  the  region's  needs  with  regard 
to  programming  and  funding 

, Establishing  priorities  based  on  provider  advice  and  comment  and 
assessment  of  region  needs 

Based  on  the  Department's  enabling  legislation,  rules  and  regulations,  and 
a preliminary  review  of  financial  and  programmatic  data.  Region  III  field 
services  staff  will  study  the  following  before  formulating  future  plans 
and  objectives: 

. Maintenance  of  an  array  of  services  balancing  service  needs,  special 
population  needs  and  accessibility  with  funding  capability 

. Collective  organization  of  providers  such  as  service  networks  and 
planning  areas 

. Region-specific  prevention  strategies 

. Region-wide  service  capacity  as  compared  to  actual  utilization 

. Service  delivery  changes  resulting  from  participation  in  the 
Medicare/Medicaid  and  Individual  Service  Payment  Demonstration 
Projects 

. Incidence  and  volume  of  third-party  payers  and  clients'  reimbursement 
resources  for  services  delivered 

. Special  problems  of  rural  provider  agencies 

. Service  referral,  service  linkages  and  client  aftercare  services 

. Availability  and  access  for  professional  training 
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REGION  III 

FY'84  Unduplicated  Clients  Served  by  Sex,  Race,  ^ Age 
For  All  Alcoholism  Treatment  Modalities 
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(1)  PERCENTAGES  FROM  QS047000  LAST  6 MONTHS  FY-84 
TOTAL  ESTIMATED  FROM  QSO47000 ,E0444 


Exhibit  III-C-22 


FY'fid  iinw  T region  III 

FV  84  Unduplicated  Clients  Served  by  Sex  Race  * a„ 
Alcoholism  Outpatient  Services 


FY—82 


FY— 83 


FY- 


SEX 

MALE 

female 

not  coded/miscoded 

TOTAL 

RACE 

WHITE 

black 
HISPANIC 
native  AMERICAN 
OTHER /UNKNOWN 

total 


AGE 


< 18 
18  - '24 
25  - 64 
65  + 

total 


2958 

1121 

5 

4084 


3947 

116 

7 
6 

8 

4084 


237 

920 

2832 

95 

4084 


Z OF  TOTAL 


72.42 

27.42 

0.12 


Z OF  TOTAL  # 


100.02 


96.62 

2.82 

0.22 

0.12 

0.22 

100.02 


5.82 

22.52 

69.32 

2.32 

100.02 


2904 

979 

4 

3887 


3759 

104 

9 

3 

12 


74.72 

25.22 

0.12 

100.02 


96.72 

2.72 

0.22 

0.12 

0.32 


4029 

1359 

5 

5393 


5226 

128 

21 

5 

13 


3887  100.02  5393 


215 

895 

2691 

86 


5.52 

23.02 

69.22 

2.22 


404 

1391 

3512 

86 


3887  100.02  5393 


QS047000 


SOURCE;  DMHDD-OIS 
(1)  PERCENTAGES  FROM  QS047000  LA<;t  a 

total  estimated  from  psoA^oS  joS  ^ 


-84  (1) 


OF  TOTAL 


7U.7Z 

25.22 

0.12 

100.02 


96.92 

2.42 

0.42 

0.12 

0.22 

100.02 


7.52 

25.82 

65.12 

1.62 

100.02 


86-III-C-Page  64 


Exhibit  III-C-P3 


REGION  III 

FY'R4  Unduplicated  Clients  Served  by  Sex,  Race,  A Age 
Alcoholism  Detoxification  Services 


FY— 82 


FY— 83  (1)  FY— 84 


# 

2 OF  TOTAL 

# 

2 OF  TOTAL 

4 

2 OF  TOTAL 

SEX 

MALE 

1933 

88.62 

1943 

86.22 

1928 

86.2% 

FEMALE 

249 

11.42 

309 

13.72 

308 

13.82 

NOT  CODED /MISCODED 

0 

0.02 

3 

0.12 

0 

0.02 

TOTAL 

2182 

100.02 

2255 

100.02 

2236 

100.02 

RACE 


WHITE 

2007 

92.02 

2048 

90.82 

2029 

90.72 

BLACK 

158 

7.22 

171 

7.62 

192 

8.6% 

HISPANIC 

5 

0.2% 

16 

0.7% 

5 

0.22 

NATIVE  AMERICAN 

9 

0.42 

8 

0.42 

8 

0.4% 

OTHER /UNKNOWN 

3 

0.12 

12 

0.52 

2 

0.1% 

TOTAL 

2182 

100.02 

2255 

100.02 

2236 

100.02 

AGE 

< 18 

76 

3.52 

90 

4.0% 

72 

3.2% 

18  - 24  * 

290 

13.32 

363 

16.12 

359 

16.12 

25  - 64  * 

1734 

79.52 

1701 

75.42 

1744 

78.02 

65  + 

79 

3.62 

92 

4.12 

58 

2.62 

UNKNOWN 

3 

0.1% 

9 

0.42 

3 

0.1% 

TOTAL 

2182 

100.02 

2255 

100.02 

2236 

100.02 

SOURCE:  DMHDD-OIS  AGO  32200 

(1)  GRAND  TOTAL  OF  2,255  ESTIMATED  - DATA  WERE  INCOMPLETE 
FOR  SEVERAL  AGENCIES 

* TOTALS  AND  PERCENTAGES  ESTIMATED  USING  PERCENTAGES  FROM 
DMHDD  REPORT  # QS047000 
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Exhibit  III-C-?4 


RERIflN  III 

FY'84  Unduplicated  Clients  Served  by  Sex,  Race,  A Age 
Alcoholism  Halfway  House  Services 


FY—82 


FY— 83 


FY— 84  (1) 


# X 

OF  TOTAL 

# X 

OF  TOTAL 

# X 

OF  TOTAL 

SEX 

MALE 

359 

83. IX 

251 

86. 9X 

265 

75. IX 

FEMALE 

73 

16. 9X 

38 

13. IX 

83 

23. 5X 

NOT  CODED/MISCODED 

0 

O.OX 

0 

O.OX 

5 

1.4X 

TOTAL 

432 

100. OX 

289 

100. OX 

353 

100.0% 

RACE 

WHITE 

404 

93. 5X 

278 

96. 2X 

315 

89. 2X 

BLACK 

23 

5.3X 

11 

3.8X 

26 

7.4X 

HISPANIC 

1 

0.2X 

0 

O.OX 

5 

1.4% 

NATIVE  AMERICAN 

3 

0.7X 

0 

O.OX 

2 

0.6X 

OTHER /UNKNOWN 

1 

0.2X 

0 

O.OX 

5 

1.4X 

TOTAL 

432 

100. OX 

289 

100. OX 

353 

100. OX 

AGE 

< 18 

6 

1.4X 

8 

2.8X 

13 

3.7% 

18  - 24 

88 

20. 4X 

68 

23. 5X 

91 

25. 8X 

25  - 64 

330 

76. 4X 

210 

11.1% 

244 

69. IX 

65  + 

8 

1.9X 

3 

l.OX 

5 

1.4% 

TOTAL 

432 

100. OX 

289 

100. OX 

353 

100. OX 

SOURCE:  DMHDD-OIS  QS047000 

(1)  PERCENTAGES  FROM  QS047000  LAST  6 MONTHS  FY-84 
TOTAL  ESTIMATED  FROM  QS047000 , E0444 
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Exhibit  TII-C-25 


REGION  III 

FY'84  Unduplicated  Clients  Served  by  Sex,  Race,  A Age 
Alcoholism  Residential  Rehabilitation  Services 


FY--82 


FY— 83 


FY— 84  (1) 


# 2 

OF  TOTAL 

# % 

OF  TOTAL 

# % 

OF  TOTAL 

SEX 

MALE 

679 

83.0% 

638 

81.6% 

630 

76.4% 

FEMALE 

136 

16.6% 

143 

18.3% 

186 

22.5% 

NOT  CODED/MISCODED 

3 

0.4% 

1 

0.1% 

9 

1.1% 

TOTAL 

818 

100.0% 

782 

100.0% 

825 

100.0% 

RACE 

WHITE 

764 

93.4% 

726 

92.8% 

764 

92.6% 

BLACK 

44 

5.4% 

51 

6.5% 

50 

6.1% 

HISPANIC 

2 

0.2% 

2 

0.3% 

3 

0.4% 

NATIVE  AMERICAN 

5 

0.6% 

0 

0.0% 

2 

0.2% 

OTHER /UNKNOWN 

3 

0.4% 

3 

0.4% 

6 

0.7% 

TOTAL 

818 

100.0% 

782 

100.0% 

825 

100.0% 

AGE 


< 18 

30 

3.7% 

45 

5.8% 

52 

6.3% 

18  - 24 

165 

20.2% 

182 

23.3% 

205 

24.8% 

25  - 64 

606 

74.1% 

540 

69.1% 

559 

67.8% 

65  + 

17 

2.1% 

15 

1.9% 

9 

1.1% 

TOTAL 

818 

100.0% 

782 

100.0% 

825 

100.0% 

SOURCE:  DMHDD-OIS  QS047000 

(1)  PERCENTAGES  FROM  QS047000  LAST  6 MONTHS  FY-84 
TOTAL  ESTIMATED  FROM  QS047000 ,E0444 
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REGION  III  Total  Regional  Drug  Admissions  by  Drug 


<Ni 

A 
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10 
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O 

>4 

1.4 

10.7 
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1.0 
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u 
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73 

039 
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4k 

117 

911 

165 

87 

1,280 

c 

CJ 

CT 

o 

c 

<«- 

O 

0.1 

2.2 

0.2 

0.2 

2.8 

!7 

;sions  by  Age,  Race,  & 

o 

1 X Of 

4.6 
16.6 

0.2 

1.7 
24.9 

u 

3 

X 

13 

192 

16 

15 

236 

CM 

V 

4fea 

356 
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206 

144 

2,126 
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<9 
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CO  VO  o '.2 

ro  r—  o ^ o 

•—  0^1 
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01 

O 
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6.6 

'51 

<9 
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990 

304 

157 

1,781 

4-> 

o 

4|« 

18 

532 

14 

3 

567 

ibit  III-C-2 

1 Drug  Admis 

Race 

u 

O 

2.5 

33.3 

1.0 

0.7 

37.5 

01 

c 

>9 

X of 

0.7 

3.9 

1.1 

0.6 

6.3 

W 

0^ 

a. 

o>  ^ u")  CM 

iT)  n o>  u> 

ro  to 

CO 

- 

213 

2,839 

83 

60 

3,200 

(/I  I/I 

0^  c. 
> 

X of 

0.4 

3.0 

0.9 

0.3 

4.7 

-C  fO 

X c 

UJ  o 

•r“ 

C7^ 

O) 

O' 

(O 

4» 

X Of 

7.5 

37.7 
7.2 
3.4 

55.8 

Sedatl 

Hvonot 

1 

36 

253 

80 

29 

398 

4S 

3 
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3,216 

ol7 

29b 

4,766 

4) 

i 

O 

3.6 
24.0 

1.7 
1.0 

30.4 

(✓» 

U 

4-* 

O 

3.1 

42.0 

1.3 

0.8 

47.2 

o 

I— 
1— 1 

U 

Si. 

<T3 

Z 

266 

3,581 

no 

67 

4,024 

* « 

4) 

U. 

- 

313 

2,052 

146 

83 

2,594 

CT> 

3 

V. 

O 

1 ** 

H- 

O 

>4 

10.2 

77.2 

8.4 

4.2 

100.0 

LU 

CH 

41 

<♦- 

o 

>4 

6.5 

53.1 

6.7 

3.2 

69.6 

869 

6,586 

717 

368 

8,530 

1 

4H 

556 

4,535 

573 

275 

5,939 

Regions 

Region  1 

(13.6) 

Region  2 

(63.7) 

Region  3 
(12.1) 

Region  4 
(10.6) 

Total  State 

Source: COOAP 

Total 

X Of 

10.2 

77.2 

8.4 

4.2 

100.0 

1 

869 

6,587 

719 

358 

8,533 

1 Regions 

Region  1 

(13.6) 

Region  2 

(63.7) 

Region  3 
(12.1) 

Region  4 
(10.6) 

Total  State 
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Source:  CODAP 


Exhibit  III-C-28 


) 


1. 

2. 


3. 


4. 


D(  ) 

A(  ) 

P(  ) 


K ) 


LECtW) 

Region  4 

“ Llccnscii  Drug  Abuse  Progrsas 

" Licensed  Alcohollsa  Trescaent 
frogreas 

“ Prevention  Efforts  (Including 
cosaunlty  groups,  school 
districts,  parent  groups. 

Operation  Snowball,  licensed 
D.A.  efforts,  and  State-funded 
prograaa) 

■ Licensed  Early  Intervention, 


SOURCES: 


4. 


?JJ^***“*‘  Progrsas  licensed  by  DASA. 

Facilities  by  loc.tlon  (non-hosplt.l)  3/15/85 
T114  . ^ ^ provide  services  to  neighboring  counties.) 
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REGION  IV 


DEMOGRAPHIC  OVERVIEW 

Region  IV  encompasses  the  southern  34  counties  of  the  State  of  Illinois, 
shares  borders  with  the  states  of  Missouri,  Kentucky  and  Indiana,  and  is 
50  miles  north  of  the  Tennessee  border.  This  area  includes  one-quarter  of 
the  land  mass  in  the  state,  approximately  17,000  square  miles.  For  1985 
it  is  estimated  that  1,222,645  persons  or  10.6%  of  the  state  population 
will  reside  in  Region  IV.  The  area  contains  only  part  of  one  SMSA  (St. 
Louis)  which  includes  Madison,  Clinton,  Monroe  and  St.  Clair  counties. 
These  four  counties,  while  encompassing  only  12%  of  the  total  number  of 
the  counties  in  the  region,  account  for  46%  of  the  population  of  the 
region.  The  remainder  of  the  population  live  in  rural  counties. 

Outside  of  the  metro-East  St.  Louis  area,  only  seven  communities  have  a 
population  of  10,000  or  more.  Of  these,  only  three  communities  have  a 
population  of  over  15,000,  and  only  one,  Carbondale  in  Jackson  County,  has 
a population  over  25,000.  The  remainder  of  the  communities  (six  of  the  34 
counties  have  a population  of  less  than  10,000)  are  in  the  five-to-six 
thousand  population  range. 

While  26%  of  the  state  population  is  under  18  years  of  age,  this  region 
has  28%  in  that  age  category.  At  the  other  end  of  the  age  range,  the 
state  has  a population  of  10.2%  over  65  years  of  age  while  the  region's  is 
13.9%.  According  to  the  1980  census,  8.2%  of  those  age  13  and  older  were 
Black  and  0.7%  were  of  Spanish  origin,  with  the  Black  population  concen- 
trated primarily  in  the  metro-East  St.  Louis  counties  of  the  St.  Louis 
SMSA.  Several  counties  in  the  region  have  no  reported  Black  population. 

This  region  is  unique  in  that  outside  of  the  metro-East  St.  Louis  area, 
all  other  larger  communities  with  special  services  available  lie  outside 
of  the  state.  These  include:  St.  Louis  and  Cape  Girardeau,  Missouri; 
Memphis,  Tennessee;  Paducah,  Kentucky;  Evansville  and  Terre  Haute,  Indiana 
This  has  meant  that  programming  has  been  planned  strictly  for  rural  popula 
tion  and  the  transportation,  access  and  service  design  considerations  are 
without  a metropolitan  community  around  which  to  anchor  those  services. 
Geographically,  the  area  could  be  considered  just  north  of  the  "sun  belt". 
The  region  lies  south  of  all  West  Virginia  and  part  of  the  region  would 
travel  north  to  go  to  Louisville,  Kentucky. 

Nine  of  the  state's  ten  counties  that  have  the  highest  per  capita  on  pub- 
lic assistance  are  located  in  this  region.  The  largest  single  income 
source  for  the  area  in  1984  was  Social  Security  with  approximately  $236 
million  paid  to  Social  Security  recipients  living  in  the  region.  Although 
unemployment  currently  within  the  State  of  Illinois  is  hovering  in  the  9% 
to  10%  range,  unemployment  in  this  area  has  traditionally  been  above  15%. 
During  late  1982  and  1983,  several  counties  in  the  southern  portion  of  the 
region  had  unemployment  rates  over  25%. 

The  region  cannot  be  considered  to  be  a heavy  industrial  area,  nor  can  it 
be  considered  to  be  a major  farming  area,  although  many  people  live  on 
small  farms.  Most  of  the  farm  incomes,  however,  are  supplemented  by  work 
in  small,  light  to  medium  industries  around  each  of  the  rural  communities. 
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The  central  part  of  the  region  is  heavily  linked  to  coal  mining.  The 
United  Mine  Workers  of  America  had  their  birth  and  some  of  their  most 
troubled  years  in  this  region.  The  southwestern  part  of  the  region  is 
heavily  involved  in  truck  and  fruit  farming.  The  southeastern  and  central 
eastern  part  of  the  region  are  hills,  a large  part  owned  by  the  federal 
government  and  are  part  of  the  Shawnee  National  Forest  system. 

Natives  tend  to  stay  in  the  area  a long  as  possible.  When  they  leave, 
many  of  them  return  on  retirement  to  reside  on  their  small  family  farms. 
This  may  account  for  the  fact  of  higher  than  state  average  population  over 
65  years  and  the  larger  than  average  population  under  18. 


SERVICE  UTILIZATION  DATA 

Alcohol  Treatment  Admissions  The  exhibits  and  discussion  in  Chapter  II-A 
and  the  more  detailed  set  of  exhibits  at  the  end  of  this  Regional  Analysis 
section,  show  that  Region  IV  accounted  for  6,538  alcohol  admissions  or 
12.5%  of  all  such  admissions  for  FY  *84.  Of  those  admissions,  75%  were  in 
Outpatient,  16%  in  Detoxification,  2.3%  in  Halfway  Houses,  6%  in 
Residential  Rehabilitation  and  1%+  for  Intensive  Outpatient  Rehabilitation. 
Based  on  comparisons  with  FY  '82  for  alcohol,  this  represents  an  increase 
in  admissions  particularly  in  Outpatient  Services.  In  addition  to  these 
service  totals,  the  Recovery  Home,  Turning  Point  in  East  St.  Louis  was 
opened  in  mid-FY84  and  had  a full  residence  (7)  at  the  end  of  the  year. 

The  Sanctuary  Home,  Wilson  House,  served  62  residents  during  FY84.  (See 
the  special  exhibit  at  the  end  of  this  Regional  Analysis.) 

Drug  Treatment  Admissions  The  Region  also  accounted  for  358  (4.2%)  of  all 
drug  admissions.  As  for  the  specific  drugs  for  which  these  358  individu- 
als were  admitted,  43.8%  (the  highest  percentage  within  a Region  for  the 
state)  were  admitted  for  Marijuana,  18.7%  for  Narcotics,  14.5%  for  Ampheta- 
mines, 8.1%  for  Sedative/Hypnotics,  7.8%  for  Cocaine,  and  4.2%  for  Hallucin- 
ogens. Drug  admissions  remained  relatively  constant  with  most  in  Outpa- 
tient Drug  Free.  The  Region  has  few  drug  treatment  services  available. 

Combined,  these  admissions  constituted  11.3%  of  all  admissions  which  is  a 
bit  above  its  proportionate  share  of  the  total  state  population. 

Age,  Race  and  Sex  Demographic  Patterns  The  relative  proportions  of  men 
and  women  in  alcohol  treatment  has  remained  relatively  constant  at  76%  men 
and  24%  women.  The  same  proportions  apply  to  the  drug  admissions. 

The  racial/ethnic  characteristics  of  clients  in  alcohol  treatment  during 
FY  '84  are:  93%  White,  6.6%  Black  and  the  small  balance  Hispanic  and 

Native  American.  Those  in  drug  treatment  were  82%  White,  17%  Black  and 
less  than  1%  Hispanic  or  Native  American. 

While  28%  of  the  population  is  less  than  18  years  of  age,  this  group  ac- 
counted for  only  7.8%  of  the  alcohol  admissions.  Drug  admissions  are 
broken  out  at  the  age  20  level  and  these  accounted  for  40%  of  all  admis- 
sions. 

Another  group  that  is  under  represented  in  services  is  the  65  and  over  age 
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category  which  constitutes  almost  14%  of  the  population,  but  accounts  for 
only  2%  of  the  alcohol  admissions. 

FY84  State  Funded 

Alcoholism  and  Drug  Treatment  Modalities 


SERVICE  SYSTEM  OVERVIEW 

The  above  factors  have  all  had  an  impact  on  the  development  of  the  service 

system  in  the  region.  In  reality,  there  are  two  very  distinct  and  dif- 

ferent types  of  systems  operat iontial . One  covers  the  metro-East  St.  Louis 
area  and  is  predominantly  centered  in  the  two  counties  of  Madison  and  St. 
Clair,  across  the  Mississippi  River  from  St.  Louis,  Mo.  The  other  service 

system  covers  the  rest  of  the  region  and  is  rural  and  multi-county  in 

nature.  Due  to  these  area  characteristics,  the  private  sector  has  not 
developed  many  of  the  service  elements,  thus  the  bulk  of  the  service 
system  is  state  supported,  leading  to  development  of  an  alcohol  service 
system  in  which  programs  are  linked  together  through  a cooperative  network. 
This  may  account  for  the  higher  than  state  average  in  service  utilization 
by  residents  of  the  Region.  Decisions  were  made  by  the  providers  and 
funders  several  years  ago  not  to  try  to  duplicate  most  services  in  each 
community  and  for  agencies  to  specialize  in  service  elements  with  all 
agencies  in  the  region  utilizing  those  service  elements. 

Metropol itan  Area  This  overview  of  the  services  available  will  focus 
first  on  the  metro-East  St.  Louis  counties.  In  these  two  counties 
(Madison  and  St.  Clair)  there  are  state  supported  programs  as  follows: 

. one  5-bed  Social  Setting  Detoxification  program 

. one  demonstration  Ambulatory  Detoxification  program  serving  the  East 
St.  Louis  community 

. one  Recovery  Home  serving  the  East  St.  Louis  community 
. three  alcoholism  Outpatient  programs 
. two  Drug  Free  substance  abuse  programs 

. the  only  Methodone  Maintenance  program  in  the  region 

. two  alcoholism  Halfway  Houses  for  men 
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three  private  hospital -based  Residential  Rehabilitation  programs 
access  to  one  Sanctuary  Home 


( 


METROPOLITAN  ISSUES 

Issue  Coordination  of  all  of  these  services  is  presently  somewhat  limited 
and  is  a major  priority  for  region  management  during  the  next  fiscal  year. 

Objective  The  major  priority  is  the  development  of  an  overall,  long- 
range  service  plan  which  may  include  the  consolidation  of  some  service 
units  in  an  attempt  to  obtain  a more  comprehensive  array  of  services. 
Special  programs  need  to  be  designed  to  meet  the  needs  of  the  large  Black 
population  in  East  St.  Louis,  for  both  alcohol  and  substance  abuse  treat- 
ment programming. 

Discussion  The  area  providers  have  indicated  the  need  for  residential 
services  for  women,  adolescents  with  both  alcohol  and  substance  abuse  prob- 
lems, and  young  adults  with  substance  abuse  problems.  Currently,  30  resi- 
dents from  these  two  counties  are  being  treated  in  state-aided  substance 
abuse  residential  programs  outside  of  this  region. 

Activities  Establish  method  of  regular  group  communication  with  four 
funded  agencies  serving  East  St.  Louis  proper  - FY85. 

. Determine  which  agency  is  and  will  provide  what  services  to  what 
group  of  people  - FY85. 

. Identify  gaps  in  current  services  - FY85. 

. Set  plan  for  consolidating,  or  changing  current  service,  and  pre- 
vention activities  if  necessary  - FY85. 

. Have  demonstration  Ambulatory  Detoxification  program  licensed  and 
functioning  - FY85. 

Develop  method  of  evaluating  effectiveness  of  this  approach  in 
this  cultural  setting  - FY85. 

Implement  data  and  related  criteria  collection  system  for  evalu- 
ation - FY86. 

Evaluate  demonstration  Ambulatory  Detoxification  Unit  in  East  St. 
Louis  - FY86. 

. Review  service  needs  of  Madison  - St.  Clair  counties,  outside  of  East 
St.  Louis  - FY86. 

Review  with  rest  of  St.  Clair  county  providers  the  service 
utilization  by  township  - FY86. 

Identify  areas  of  underservice  - FY86. 
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Make  decision  regarding  single  or  multi-unit  funding  in  Madison 
county  - FY85. 

Make  determination  regarding  expansion  of  Halfway  House  facil- 
ities in  Madison  County,  both  number  of  beds  and  services  for 
women  - FY85, 

Incorporate  East  St.  Louis  and  rest  of  Madison-St.  Clair  activities 
together  into  single  planning  group  - FY86. 

Have  formalized  "Metro  East"  plan  - FY86.  (Any  future  building  plans 
dependent  on  above) 

Depending  on  outcome  of  above,  issue  RFP  for  any  new  service  unit  or 
program  if  needed  - FY86  or  FY87  depending  on  available  funds. 


Rural  Area  of  Region  The  rural  areas  of  the  region  are  served  by  three 
Social  Setting  Detoxification  programs.  One  is  a 10-bed,  combination 
Social  Setting  Detoxification/Residential  Rehabilitation/Halfway  House 
serving  three  rural  counties  just  south  of  the  metro-east  area.  The 
second  is  a 10-bed  Social  Setting  Detoxification  program  serving  the 
northern  18  counties  of  the  region,  and  the  third  is  a 10-bed  Social 
Setting  Detoxification  program  attached  to  a Residential  Rehabilitation 
center  serving  the  southern  nine  counties  of  the  region. 

In  addition  to  these  Detoxification  facilities,  the  region  has  two  Resi- 
dential Rehabilitation  facilities,  one  a 15-bed  program  attached  to  the 
Detoxification  program  in  the  southern  part  of  the  region,  which  special- 
izes in  treating  the  more  chronic  diff icul t-to-manage  client  and  a smaller 
5-bed  Residential  Rehabilitation  facility  attached  to  the  Detoxification 
center  serving  the  northern  18  counties.  This  rehabilitation  facility  is 
designed  for  short-term  intensive  rehabilitation  for  those  detoxification 
clients  that  need  longer  residential  treatment,  but  are  not  willing  to  go 
into  a longer-term  treatment  program  at  that  point  in  time. 

There  is  a Halfway  House  which  is  in  the  central  part  of  the  region  and  is 
geared  to  younger  adult  men  with  a heavy  work  orientation  with  work  train- 
ing aspects. 

The  key  element  in  this  entire  system  is  Outpatient  programming  which  is 
available  to  each  county,  but  in  many  instances,  through  satellite  opera- 
tions of  multi-county  organizations.  The  Outpatient  unit  acts  as  the 
initial  screener  and  determiner  as  to  what  track  this  client  might  need  to 
go  to  for  treatment.  The  Outpatient  staff  is  also  linked  to  all  the  resi- 
dential programs,  participates  in  program  planning  for  any  client  they 
might  place  in  that  program  and  are  responsible  for  aftercare  followup. 

A transportation  network  has  also  been  established  to  move  people  into  the 
multi-county  Detoxification  units.  Screening  is  done  by  the  Outpatient 
program  and  detoxification  activity  may  be  started  while  the  client  is 
enroute  to  the  detoxification  facility.  In  many  instances,  it  may  be  as 
much  as  60  to  90  minutes  away  from  the  client's  home  or  referral  point. 
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RURAL  ISSUES 


Issue  Five  small  counties  have  single  counselor  programs.  This  limits 
both  the  quality,  type,  and  quantity  of  services  available  to  the  resi- 
dents of  these  counties. 

Objective  Expand  service  capabilities  to  residents  of  these  five  single 
counselor  counties. 

Activities 


. Initiate  discussions  regarding  the  limitation  of  these  services  with 
agencies  involved  - FY85. 

Develop  plan  for  expanding  services  either  through  consoli- 
dation, contracting,  or  other  means  - FY85. 

Begin  implementation  of  plan  with  new  funding  year  - FY86. 

Establish  mechanism  for  continued  plan  implementation  during 
FY87. 

Establish  method  of  evaluating  effectiveness  of  above  activities 
to  determine  if  residents  have  improved  programming  - FY86. 

Implement  evaluation  study  - FY86  and  FY87. 

Issue  The  rural  areas  have  limited  services  for  substance  abusers. 

Objective  Expand  capability  of  providing  substance  abuse  service  to 
residents  of  rural  areas. 

Activities 


Reorganize  the  one  Outpatient  Drug  Free  service  unit  serving  the 
entire  northern  section  of  Region  by  expanding  capabilities  of 
existing  alcoholism  Outpatient  agencies  to  provide  this  service  - 
FY86. 


Expand  capabilities  of  two  existing  Outpatient  alcoholism 
programs  to  provide  substance  abuse  services  - FY86. 

Make  the  single  adolescent  substance  abuse  residential  facility 
more  accessible  to  region  clients  - FY86. 

Provide  at  least  two  in-region  training  programs  for  staff  of 
current  alcoholism  programs  around  substance  abuse  treatment  - 
FY86. 

Increase  by  three  the  number  of  agencies  licensed  for  substance 
abuse  treatment  - FY86. 

Issue  There  is  one  Social  Setting  Detoxification/Residential  Rehabili- 
tation program  located  on  the  grounds  of  a state  mental  health  facility. 
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The  building  has  limited  capability  of  meeting  both  licensure  and  accredi- 
tation standards  and  is  not  well -suited  to  the  clients'  environmental 
needs. 

Objective  Relocate  Social  Setting  Detoxification/Residential  Reha- 
bilitation program  to  a physical  plant  that  will  meet  long  term  licensure, 
accreditation,  and  client  service  programmatic  needs. 

Activities 


. Acquire  appropriate  land  - FY85 

. Complete  design  and  specific  engineering  studies  - FY86 
. Develop  funding  mechanism  - FY86 

. Begin  construction  - FY86 

. Relocate  program  - FY86 

Issue  Treatment  services  for  women,  other  than  Outpatient,  are  virtually 
non-existent  in  the  region. 

Objective  Develop  a process  to  identify  methods  of  increasing  services  to 
women,  and  begin  implementing  that  process. 

Discussion  There  is  a major  gap  in  provision  of  service  to  women.  Women 
have  access  to  Outpatient  services  throughout  the  region,  although  these 
services  are  not  always  geared  to  specific  needs  of  women.  When  problems 
become  of  a chronic  nature,  some  women  also  are  provided  service  in  those 
service  elements  designed  for  clients  with  chronic  problems,  such  as 
Social  Setting  Detoxification  and  the  Sanctuary  Home.  Service  between 
Outpatient  and  programs  serving  persons  with  chronic  needs  are  non- 
existent. Planning  for  providing  this  service  is  difficult  in  a dis- 
bursed population  area.  Intensive  Outpatient  does  not  appear  practical 
and  residential  services  are  not  designed  to  maintain  close,  daily,  con- 
tact with  the  family  support  system. 

Activities 


Identify  number  of  women  clients  sent  out  of  region  for  Residential 
Rehabilitation  and  Halfway  House  services  - FY85. 

Develop  basic  plan  for  expanding  service  capability  for  women  - FY85. 

Expand  Halfway  House  capability  in  metropolitan-east  area  - FY86. 

Establish  one  residential  treatment  facility  in  rural  section  of 
region  - FY86. 

Develop  more  fully  a plan  for  expansion  of  unique  women's  services  - 
FY86. 

Begin  implementation  of  plan  - FY86. 
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Issue  There  appears  to  be  a growing  group  of  older  adolescent  - young 
adult  clients  that  require  a different  type  of  programming  than  is  cur- 
rently available. 

Objective  Develop  a specific  program  to  meet  the  needs  of  this  group. 


Activities 


. Identify  projected  number  of  clients  in  this  category  - FY86. 

. Identify  programmatic  needs  of  group  - FY86. 

. Identify  agencies  that  might  be  interested  in  providing  service  to 

this  group  - FY86. 

. Develop  a program  to  meet  needs  - FY86. 

Issue  Increased  need  for  services  to  youth  are  apparent. 

Objective  Utilize  the  information  gained  by  region  agency  engaged  in 
Youth  Initiative  Demonstration  Project  to  increase  abililty  of  other 
agencies  in  meeting  needs. 

Activities 


. Conduct  two  in-region  training  sessions  during  FY86. 

. Conduct  training  session  for  DCFS  staff  to  increase  assessment 

capabilities  - FY86. 

Issue  Prevention  activities  are  limited  in  region. 

Objective  Increase  primary  prevention  activities  in  region. 
Activities  Fund  two  additional  prevention  projects  during  FY86. 


X 
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REGION  IV 

FY'84  Unduplicated  Clients  Served  by  Sex,  Race, 
For  All  Alcoholism  Treatment  Modalities 
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(1)  PERCENTAGES  FROM  QS047000  LAST  6 MONTHS  FY-84 
TOTAL  ESTIMATED  FROM  QS047000 ,E0444 


REGION  IV 


Exhibit  III-C-29a 


FY84  Sanctuary  Home  Utilization  for  Region  IV 


Program  Wilson  House 


Undupl i cated 

Residents  62 

Days  5,400+ 

Length  of  Stay  Days  Residents  %  *  * 


30  14  (22.6) 

31-90  27  (43.5) 

91-180  9 (14.5) 

181-365  8 (12.9) 

Admissions 

June  1984  4 ( 6.5) 


Length  of  Stay  Days 
for 

Residents  In  House 

on  June  30,  1984  **  15 


Residents  % 


Admissions 

June  1984  4 (26.7) 

31-90  6 (40.0) 

91-180  1 ( 6.7) 

181-365  4 (26.7) 


*Note:  Percents  do  not  equal  100  due  to  rounding  category  of  stay  breakout 

and  persons  in  residence  on  June  30th. 

**Note:  This  report  does  not  cross  fiscal  years  but  the  stay  is  longer  than 

1 year  for  many  persons  in  the  program  who  were  in  the  program  for 
all  of  FY84  - 365  days. 
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Exhibit  III-C-30 


REGION  IV 

FY'84  Unduplicated  Clients  Served  by  Sex,  Race,  Age 
Alcoholism  Outpatient  Services 


FY— 82 


FY— 83 


FY--84  (1) 


# Z 

OF  TOTAL 

# Z 

OF  TOTAL 

# Z 

OF  TOTAL 

SEX 

MALE 

2599 

73. 5Z 

3050 

73. 4Z 

3488 

71. 8Z 

FEMALE 

933 

26. 4Z 

1104 

26. 6Z 

1365 

28. IZ 

NOT  CODED/MISCODED 

6 

0.2Z 

4 

O.IZ 

5 

O.IZ 

TOTAL 

3538 

100. OZ 

4158 

100. OZ 

4858 

100. OZ 

RACE 

WHITE 

3338 

94. 3Z 

3867 

93. OZ 

4534 

93. 3Z 

BLACK 

177 

5.0Z 

264 

6.3Z 

303 

6.2Z 

HISPANIC 

6 

0.2Z 

11 

0.3Z 

8 

0.2Z 

NATIVE  AMERICAN 

7 

0.2Z 

3 

O.IZ 

5 

O.IZ 

OTHER/UNKNOWN 

10 

0.3Z 

13 

0.3Z 

8 

0.2Z 

TOTAL 

3538 

100. OZ 

4158 

100. OZ 

4858 

100. OZ 

AGE 

< 18 

203 

5.7Z 

274 

6.6Z 

462 

9.5Z 

18  - 24 

798 

22. 6Z 

959 

23. IZ 

1127 

23.2% 

25  - 64 

2445 

69. IZ 

2849 

68. 5Z 

3172 

65. 3Z 

65  + 

92 

2.6Z 

76 

1.8Z 

97 

2.0Z 

TOTAL 

3538 

100. OZ 

4158 

100. OZ 

4858 

100. OZ 

SOURCE:  DMHDD-OIS  QS047000 

(1)  PERCENTAGES  FROM  QS047000  LAST  6 MONTHS  FY-84 
TOTAL  ESTIMATED  FROM  QS047000 ,E0444 
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Exhibit  III-C-31 


REGION  IV 


F Y'84 

Undupl i cated 

Clients 

Served 

by  Sex,  Race, 

A Age 

A1  cohol  istT 

1 Detoxification 

Services 

FY--82 

FY- 

-83 

FY- 

-84 

# Z OF 

TOTAL 

% OF  TOTAL 

# 

% OF  TOTAL 

SEX 

MALE 

1129 

88. 6Z 

1071 

87.9% 

906 

87.1% 

FEMALE 

144 

11.3% 

147 

12.1% 

134 

12.9% 

NOT  CODED/MISCODED 

1 

0.1% 

0 

0.0% 

0 

0.0% 

TOTAL 

1274 

100.0% 

1218 

100.0% 

1040 

100.0% 

RACE 

WHITE 

1141 

89.6% 

1113 

91.4% 

949 

91.3% 

BLACK 

122 

9.6% 

97 

8.0% 

85 

8.2% 

HISPANIC 

4 

0.3% 

4 

0.3% 

2 

0.2% 

NATIVE  AMERICAN 

5 

0.4% 

4 

0.3% 

2 

0.2% 

OTHER /UNKNOWN 

2 

0.2% 

0 

0.0% 

2 

0.2% 

TOTAL 

1274 

100.0% 

1218 

100.0% 

1040 

100.0% 

AGE 

< 18 

39 

3.1% 

28 

2.3% 

23 

2.2% 

18  - 24  * 

154 

12.1% 

161 

13.2% 

149 

14.3% 

25  - 64  * 

1050 

82.4% 

999 

82.0% 

837 

80.5% 

65  + 

31 

2.4% 

29 

2.4% 

30 

2.9% 

UNKNOWN 

0 

0.0% 

1 

0.1% 

1 

0.1% 

TOTAL 

1274 

100.0% 

1218 

100.0% 

1040 

100.0% 

SOURCE:  DMHDD-OIS  AGO  32200 

* TOTALS  AND  PERCENTAGES  ESTIMATED  USING  PERCENTAGES  FROM 
DMHDD  REPORT  # QS047000 
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Exhibit  III-C-32 


REGION  IV 

FY'84  Unduplicated  Clients  Served  by  Sex,  Race,  A Age 
Alcoholism  Halfway  House  Services 


FY— 82 


FY— 83 


FY— 84  (1) 


# 

X OF  TOTAL 

# 

2 OF  TOTAL 

# 

2 OF  TOTAL 

SEX 

MALE 

194 

98.02 

198 

99.02 

151 

98.72 

FEMALE 

2 

1.02 

2 

1.02 

2 

1.32 

NOT  CODED/MISCODED 

2 

1.02 

0 

0.02 

0 

0.02 

TOTAL 

198 

100.02 

200 

100.02 

153 

100.02 

RACE 


WHITE 

178 

89.92 

181 

90.52 

150 

98.02 

BLACK 

20 

10.12 

16 

8.02 

3 

2.02 

HISPANIC 

0 

0.02 

0 

0.02 

0 

0.02 

NATIVE  AMERICAN 

0 

0.02 

1 

0.52 

0 

0.02 

OTHER/UNKNOWN 

0 

0.02 

2 

1.02 

0 

0.02 

TOTAL 

198 

100.02 

200 

100.02 

153 

100.02 

AGE 

< 18 

1 

0.52 

2 

1.02 

2 

1.32 

18  - 24 

28 

14.12 

28 

14.02 

27 

17.62 

25  - 64 

164 

82.82 

165 

82.52 

124 

81.02 

65  + 

5 

2.52 

5 

2.52 

0 

0.02 

TOTAL 

198 

100.02 

200 

100.02 

153 

100.02 

SOURCE:  DMHDD-OIS  QS047000 

(1)  PERCENTAGES  FROM  QS047000  LAST  6 MONTHS  FY-84 
TOTAL  ESTIMATED  FROM  QS047000 ,E0444 
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Exhibit  III-C-33 


REGION  IV 

FY'84  Unduplicated  Clients  Served  by  Sex,  Race,  & Age 
Alcoholism  Residential  Rehabilitation  Services 


FY- 

-82 

FY- 

-83 

FY- 

-84  (1) 

X OF  TOTAL 

# 

2 OF  TOTAL 

# 

2 OF  TOTAL 

SEX 

MALE 

398 

83.42 

296 

83.92 

343 

86.22 

FEMALE 

78 

16.42 

56 

15.92 

55 

13.82 

NOT  CODED /MISCODED 

1 

0.22 

1 

0.32 

0 

0.02 

TOTAL 

477 

100.02 

353 

100.02 

398 

100.02 

RACE 

WHITE 

421 

88.32 

303 

85.82 

360 

90.52 

BLACK 

53 

11.12 

44 

12.52 

38 

9.52 

HISPANIC 

3 

0.62 

2 

0.62 

0 

0.02 

NATIVE  AMERICAN 

0 

0.02 

2 

0.62 

0 

0.02 

OTHER /UNKNOWN 

0 

0.02 

2 

0.62 

0 

0.02 

TOTAL 

U77 

100.02 

353 

100.02 

398 

100.02 

AGE 

< 18 

14 

2.92 

6 

1.72 

24 

6.02 

18  - 24 

78 

16.42 

69 

19.52 

111 

27.92 

25  - 64 

370 

77.62 

277 

78.52 

259 

65.12 

65  + 

15 

3.12 

1 

0.32 

4 

1.02 

TOTAL 

477 

100.02 

353 

100.02 

398 

100.02 

SOURCE:  DMHDD-OIS  QS047000 

(1)  PERCENTAGES  FROM  QS047000  LAST  6 MONTHS  FY-84 
TOTAL  ESTIMATED  FROM  QS047000 ,E0444 
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REGION  IV  Total  Regional  Drug  Admissions  by  Drug 


n 

CO 

f— 

o 

CM 

CM 

CM 

o 

CO 

CO 

»o 

A 

o 

4t 

CM 

CO 

un 

VO 

CM 

*4i 

CM 

fv* 

CM 

CM 

CO 

i/i 

L. 

«4- 

o 

fv. 

CO 

1— 

CM 

o 

r*.. 

CM 

o 

CM 

O 

o 

o 

VO 

29 

CM 

o 

1 

o 

o 

o 

25 

VO 

VO 

O 

on 

00 

o 

CO 

CM 

ir> 

OJ 

on 

< 

cm 

o 

o 

o 

CO 

o 

4- 

O 

o 

vO 

0) 

4- 

O 

c> 

o 

o 

CM 

24 

X 

c 

vn 

§ 

CM 

u 

CO 

o> 

csi 

00 

Cn. 

X 

20 

on 

VO 

CO 

o 

CO 

00 

00 

CM 

CM 

O 

OJ 

00 

■o. 

oS 

vO 

VO 

CM 

on 

V) 

c 

CVJ 

CVJ 

CJ 

00 

o 

VO 

o 

- 

CM 

o 

CM 

QJ 

a> 

o 

CVJ 

o 

o 

U 

^T3 

c 

CM 

VO 

VO 

VO 

o 

u 

3 

ro 

CV| 

VD 

in 

VO 

V 

VO 

CO 

CM 

o 

CJ 

CM 

o% 

r— 

CM 

o> 

CM 

z 

c 

CM 

4- 

CO 

V3 

VO 

'.'j 

cn 

>> 

O 

VO 

o 

o 

VO 

(O 

c 

O 

CO 

c*n 

o 

XJ 

U 

v« 

CSJ 

cn 

01 

3 

JZ 

CO 

L. 

o 

o 

r** 

o 

o 

CO 

m 

vO 

lO 

<Q 

CO 

CTV 

o 

in 

CO 

LO 

4«i 

CO 

on 

CO 

oo 

to 

r 

CO 

o 

•r“ 

4- 

CO 

o 

VO 

(/I 

o 

.- 

VO 

CO 

1 

E 

“O 

O 

CM 

CO 

o 

r — 

01 

C 

4» 

O 

o 

m 

o 

VO 

►—1 

cC 

CO 

CO 

l-H 

OJ 

u 

oc 

CD 

CO 

on 

CO 

o 

o 

0» 

59 

95 

52 

CO 

CJ 

VO 

o 

£ 

Q. 

r-> 

CO 

JD 

Q 

CM 

OJ 

CM 

CO 

m 

x: 

CM 

CO 

X 

fO 

VO 

CM 

00 

UJ 

c 

«3- 

o 

cm 

CO 

o 

o 

r*««. 

CO 

r*-» 

CO 

VO 

lO 

o 

O 

CO 

o 

o 

•r“ 

o> 

01 

o;  (J 

> *r- 

-«->  c 
c 
o 

3C 

CO 

iT) 

80 

29 

00 

o> 

, — 

3 

CO 

VO 

CM 

■-0 

o 

CM 

VO 

a>  > 

CSJ 

CO 

CO 

OO  X 

.*-> 

o 

r- 

o 

CO 

CO 

CM 

O 

CO 

o 

4/1 

u 

o 

ri 

CSJ 

— 

CD 

4-H 

OJ 

S 

^o 

CM 

CO 

o 

OJ 

VO 

CO 

o 

Uu 

VO 

CO 

cm 

VO 

o 

rv»* 

♦—4 

ro 

O 

un 

z 

VO 

cvj 

00 

VO 

VO 

CM 

o 

o 

UJ 

H 

01 

CM 

CM 

CO 

d; 

6.5 

CM 

VO 

4- 

o 

CSJ 

o 

CSJ 

Cn. 

00 

4.2 

o 

o 

1 Of 

CO 

ir> 

VO 

CO 

on 

VO 

4A 

o 

01 

o> 

3 

.9 

VO 

vO 

CO 

to 

on 

X 

m 

CO 

p>. 

CO 

o> 

VO 

00 

vO 

o 

CO 

44 

m 

VO 

VO 

CM 

on 

vn 

00 

VO 

CO 

vrt 

«£ 

* 

0t 

VO 

CO 

CM 

CM 

CM 

o 

4> 

i/t 

CM 

CO 

« 

4*4 

o 

O 

40 

o 

00 

o 

o 

c 

o 

O 49 

O 

o ^ 

O VO 

«/> 

<0 

O) 

0> 

z 

O^CO 
OJ  ^ 
CSw* 

cnco 

^ V3 
ce  w 

0>CM 
OJ  ^ 

00 

01  ^ 
er  ^ 

4-» 

o 

h- 

OJ 

u 

L. 

3 

O 

VO 

4-> 

o 

►- 

44 

869 

6,587 

cm 

358 

8,533 

4J 

CM 

CO 

4-» 

(A 

m 

CM 

c— ^ 

c-^ 

44 

C 

O VO 

o r«. 

o ^ 

O VO 

U) 

o 

on  CO 

9)  CM 

9)0 

o> 

01 

4JVO 

41  ^ 

41  ^ 
w 

3 

ae 

O 

I— 

86-III-C-Page  84 


Source:  CODAP 
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CHAPTER  III 


SUBSECTION  D;  AFTERCARE 


P.A.  83-969,  111.  Rev.  Stat.,  Ch.  Ill  1/2,  par.  6301  et. 
seq. 

Paragraph  6 throughout  calls  for  the  creation  of  a com- 
prehensive Treatment  and  Rehabilitation  system  and  also 
instructs  that: 

Subparagraph  (k):  To  designate  and  maintain  medical 

examination  and  other  facilities  for  alleged  addicts  or 
alcoholics  for  the  purpose  of  determining  whether  such 
persons  are  addicts  or  alcoholics. 

Subparagraph  (1):  To  designate,  coordinate  and  assist 

rehabilitation  centers  and  other  necessary  facilities 
for  the  supervision  and  treatment  of  addicts,  alcoholics 
and  abusers  of  alcohol  or  drugs. 

Subparagraph  (m);  To  assign  or  transfer  any  addict 
placed  under  the  treatment  supervision  of  the  Department 
pursuant  to  this  Act  to  any  person,  association  or  corpo- 
ration providing  facilities  or  services  approved  by  the 
Department...  provided,  however,  that  any  addict  so 
transferred  shall  nevertheless  continue  to  be  under  the 

treatment  supervision  of  the  Department. 

Subparagraph  (o):  To  cooperate  with  the  Department  of 

Corrections  in  establishing  and  conducting  programs  to 
provide  treatment  for  alcoholics  and  addicts  in  or  on 

parole  from  penal  institutions. 

Subparagraph  (r):  To  develop  and  implement,  as  an  in- 

tegral part  of  treatment  programs,  an  educational  pro- 
gram for  use  in  the  treatment  of  alcoholics  and  addicts, 
which  program  shall  include  the  dissemination  of  informa- 
tion concerning  the  nature  and  effects  of  alcohol  and 
drugs. 
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CHAPTER  III 


SUBSECTION  D:  AFTERCARE  SERVICES 


The  definition  of  aftercare  services  is  complicated  by  the  wide  range  of 
interpretations  and  usage  of  this  nomenclature  by  the  alcoholism  and 
substance  abuse  fields.  A frequent  interpretation  of  this  term  is  "post- 
discharge" care.  The  Department  hopes  the  field  will  participate  in  refin- 
ing and  clarifying  the  semantics  of  this  service  which  we  call  aftercare 
for  purposes  of  this  discussion. 

The  aftercare  program  element  has  a wide  variety  of  component  activities 
which  should,  and  usually  do,  begin  during  treatment.  Clearly,  the  after- 
care plan  should  be  determined  well  in  advance  of  the  client's  discharge 
from  a direct  treatment  program  and  must  include  family  and/or  other  rele- 
vant supportive  resource  persons  available  to  help  the  client  maintain  the 
progress  made  during  treatment.  The  maintainance  and  continuing  progres- 
sion of  the  recovery  process  is  the  primary  goal  of  aftercare. 

However,  given  the  range  of  variation  in  client  issues,  the  type,  style 
and  form  of  aftercare  may  vary  widely  in  accordance  with  an  individual's 
planned  recovery  program.  Aftercare  planning/linkage/activities  encompass 
a wide  range  of  extremes  from  those  service  considerations  needed  by  a 
client  who  will  reside  in  an  institutional  setting,  such  as  a‘  skilled  care 
nursing  home,  to  the  client  who  returns  to  a "model"  home  and  employment 
environment. 

Another  aspect  of  aftercare,  supportive  resources,  is  directed  to  the 
social  environment  issues  which  impact  on  recovering  and  stabilized 
alcohol  and  substance  abusing  clients  who  are  living  in  the  community. 

Along  the  way,  a number  of  alternative  aftercare  resources  have  been  de- 
veloped in  Illinois,  with  the  expectation  that  there  will  be  more  types  of 
resources  developed  as  the  field  profits  from  experience  and  evaluation. 
Existing  aftercare  resources  include: 

. Alcoholics  Anonymous,  Families  Anonymous,  Narcotics  Anonymous, 

Cocaine  Anonymous  and  other  self-help  groups. 

. Recovery  Homes 

. Alcohol  and  Drug  Free  Recreation  Alternatives 

Self  Help  Groups  are  a primary  resource  for  aftercare  support  and 
maintenance  of  a clients  progress  in  addition  to  being  the  primary 
recovery  resource  for  some  individuals. 

The  self-help  group  philosophy  has  been  the  mainstay  of  alcoholism 
recovery  maintainance  for  many  years  and  the  developing  narcotics,  drug 
free  and  more  recently  cocaine,  self-help  groups  have  become  a substantial 
and  growing  factor  in  drug  abuse  treatment.  Family  members  are  also  fre- 
quently involved  in  Al-Anon  and  Al-Ateen,  even  Al-Atot,  support  groups.  A 
variety  of  other  self-help  groups  have  emerged  to  support  clients  with 
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specialized  problems  or  particular  social  support  needs. 

The  traditions  of  Alcoholics  Anonymous  are  a world-wide  respected  phenom- 
ena and  have  served  as  a conceptual  model  for  a wide  range  of  other  self- 
help  dynamic  responses.  From  its  early  development  in  1935  and  its  formal 
birth  in  1938  with  some  two  dozen  numbers,  AA  has  grown  to  over  an  esti- 
mated one  million  members  in  over  39,000  groups  in  almost  90  countries 
world-wide  with  over  600,000  members  in  the  U.  S. , and  Canada.  We  have  no 
formal  counts  for  the  numbers  of  recovering  persons  who  belong  to  the  wide 
range  of  related  voluntary  groups  such  as  Al-Anon,  Al-Ateen.and  Al-Atot  or 
the  growing  memberships  in  Narcotics  Anonymous,  and  the  more  recent 
Cocaine  Anonymous,  along  with  a variety  of  groups  who  have  chosen  another 
symbolic  name  for  their  mutual  support  groups.  DASA  would  be  very 
interested  in  learning  more  about  the  scope  and  range  of  these  groups. 

There  have  been  some  substantial  trends  and  shifts  in  both  membership  pro- 
files and  range  of  supportive  activities  which  are  offered  by  these 
groups,  but  their  primary  and  continuing  thread  of  commitment  is  the  focus 
on  people  helping  people,  and  in  so  doing,  helping  themselves.  The  volun- 
tary participation  of  people  with  common  needs  without  acceptance  of,  or 
dependence  on,  formal  funding  sources  is  a great  strength  of  these  groups, 
and  they  do  not  become  easily  diverted  from  their  mission  by  external 
pressures. 

A recent  AA  general  office  report  for  1983  estimated  30%  of  overall 
members  are  women,  with  42%  women  in  the  under  age  21  group.  Persons 
under  age  30  also  represent  20%  of  the  membership. 

The  younger  population  has  also  brought  a sharp  focus  on  dual  (alcohol/ 
drug)  addiction  reported  for  79%  of  the  under  21  group.  The  overall 
member  rate  for  dual  addiction  is  reported  at  31%. 

The  sources  of  newcomers  who  make  their  way  to  AA  have  also  shifted  since 
the  1977  survey  with  37%  coming  through  a current  member,  and  31%  through 
professional  counselors  and  rehabilitation  programs.  A decrease  in  pro- 
portion of  newcomers  coming  through  physcians  (7%)  has  been  noted  over  the 
past  six  years.  The  on-my-own  and  family  referrals  complete  the  entry 
patterns. 

The  average  member  attends  4 meetings  a week  and  in  recovery  terms,  the 
average  length  of  member's  sobriety  remained  constant  at  45  months,  but 
the  proportion  of  newcomers  who  remain  in  AA  after  3 months,  sober  or  not, 
increased  from  50%  to  60%. 

DASA  and  the  treatment  services  fields  respect  the  integrity,  independence 
and  contribution  to  recovery  of  the  self-help  groups.  If  there  are  ways 
in  which  the  Department  can  be  of  assistance,  we  would  be  pleased  to  help, 
but  the  Department  has  jrio  desire  or  intention  to  interfere  with,  or  become 
directly  involved  with,  this  dynamic  movement. 

Recovery  Homes  are  an  aftercare  supportive  living,  home-life  mode  that  has 
been  given  increasing  importance  nationally  over  recent  years  as  a neces- 
sary adjunct  for  the  client  who  requires  a longer  term  residential 
environment  to  maintain  their  recovery  and  to  stabilize  the  social  living 
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factors  in  their  adjustment  to  independent  community  living  after  direct 
treatment  phases  have  been  completed.  There  are  currently  three  formal 
Recovery  Homes  in  Illinois,  but  many  areas  have  expressed  a need  for  such 
longer  term  residential  support  programs  and  a few  existing  Halfway  House 
programs  also  offer  very  similar  services. 

The  concept  of  Recovery  Homes  as  distinct  from  Halfway  Houses  is  rela- 
tively new  and  in  a process  of  transition.  A few  years  ago,  some  of  the 
alcoholism  field  providers  became  openly  dissatisfied  with  the  "over- 
structuring" and  regulation  of  the  primarily  AA  oriented  recovery  main- 
tenance and  re-entry  function  which  was  classified  as  Halfway  House  under 
DPH  licensure  standards.  After  extensive  consultation  and  examination  of 
Halfway  Houses,  it  appeared  that  there  were  actually  two  different  types 
of  programs  in  one  category.  The  majority  of  Illinois'  Halfway  House  pro- 
grams were  reasonably  appropriately  classified,  but  several  were  in  the 
gray  area  and  the  Recovery  Home  concept  was  being  proposed  as  a growth 
potential  rather  than  only  continuing  the  expansion  of  formal  licensed 
Halway  Houses. 

A demonstration  Recovery  Home  project  was  established  in  East  St.  Louis. 

DPH  agreed  that  this  demonstration  modality  did  not  fall  under  the  usual 
"treatment"  rubric  and  did  not  require  the  demonstration  project  to  be 
licensed.  There  remains  a need  for  the  Department  to  develop  funding 
certification  standards  for  the  Recovery  Homes.  These  standards  would  be 
the  basis  for  expending  public  funds  on  a definable  and  recognizable 
aftercare  service  function.  A clear  delineation  of  the  differences 
between  a Recovery  Home  and  the  Halfway  House  treatment  facility  was 
needed.  These  standards  are  in  draft  development  and  will  be  studied  by 
the  Department  with  the  consultation  of  the  three  current  providers  and 
interested  Halfway  House  providers. 

Alcohol  and  Drug  Free  Recreation  Alternatives  including  non-alcohol  bars, 
have  been  explored  in  several  areas  and  are  seen  as  social  alternatives 
for  recovering  persons  who  frequently  must  change  their  entire  lifestyle 
in  order  to  maintain  their  recovery.  While  some  of  these  alternatives  are 
actual  group  meeting  places,  there  are  also  available  several  supportive 
tools  for  clients,  families,  employers  and  organizations  such  as  social 
planning  booklets  for  alcohol  free  party  giving,  special  catering  services 
and  other  activities  to  encourage  chemically  free  recreational  options. 
Special  interest  has  recently  been  widely  expressed  in  holding  non-alcohol 
proms  and  office  Christmas  parties.  Increasing  interest  in  these  alterna- 
tives has  been  sparked  by  the  community  climate  of  concern  over  DUI  issues. 

The  future  development  of  additional  aftercare  options  is  an  important 
element  in  the  continuum  of  services  if  the  goal  of  treatment  to  reduce  or 
eliminate  dependence  on  substances  is  to  be  realized. 
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CHAPTER  IV 


TECHNOLOGY  TRANSFER  AND  DEMONSTRATION  PROJECTS 


P.A.  83-969,  111.  Rev.  Stat.,  Ch.  Ill  1/2,  par.  6301 
et.  seq. 

The  Public  Policy  statement  of  the  Act  and  subpar- 
agraphs of  Paragraph  6 specifically  refer  to  the 
need  for  special  programs  for  youth  and  also  re- 
quires : 

Subparagraph  (v):  To  promote  and  encourage  general 

hospitals  and  other  appropriate  health  facilities  to 
admit  without  discrimination  alcoholics,  addicts, 
drug  abusers  and  intoxicated  persons  and  to  provide 
them  with  adequate  and  appropriate  treatment. 

Subparagraph  (w):  To  encourage  all  health  and  dis- 

ability insurance  programs  to  include  alcoholism  and 
substance  abuse  as  a covered  illness. 

Subparagraph  (bb):  To  encourage  and  promote  the 

assessment  and  collection  of  fees  for  services 
provided  by  alcohol  and  drug  abuse  treatment  pro- 
grams and  service  providers  who  receive  financial 
assistance  in  any  form,  directly  or  indirectly  from 
the  State  or  any  of  its  departments  or  agencies; 
provided,  however,  that  no  person  shall  be  denied 
services  by  any  program  or  facility  approved  or  as- 
sisted under  this  Act  because  of  inability  to  pay. 
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TECHNOLOGY  TRANSFER  AND  DEMONSTRATION  PROJECTS 


INTRODUCTION 

This  chapter  describes  objectives  and  actions  in  the  following  areas: 

. Increasing  access  to  treatment  for  Illinois  citizens  by  expanding 
public  and  private  health  insurance  benefits  for  alcoholism  and 
substance  abuse  services. 

. Developing  a more  precise  treatment  funding  mechanism  for  DASA 
contract  agencies  by  conducting  the  Individual  Service  Payment 
Demonstration. 

. Aiding  contract  agencies  to  generate  increased  client  fees  and  third 
party  payments  through  technical  assistance. 

. Assisting  in  the  development  of  a programmatically  effective  and 

cost-efficient  youth  alcohol  and  drug  abuse  treatment  service  system 
through  implementation  of  the  Youth  Initiative  Demonstration  Project 
and  participation  in  youth  services  strategic  planning. 

. Increasing  the  effectiveness  of  DASA  contract  agencies  by  facilitat- 
ing the  adoption  of  established  practices  and  technologies  through 
technical  assistance. 

. Improving  the  effectiveness  of  the  treatment  services  system  through 
assessment  of  selected  topics. 


TREATMENT  FINANCING  ISSUES 

The  term  treatment  financing  refers  to  revenue  from  all  sources  which  sup- 
ports the  operation  of  local  alcoholism  and  substance  abuse  services. 

Work  focus  during  FY85  has  been  on  fee-for-service  payments  rather  than 
emphasizing  grants  or  charitable  contributions.  This  approach  is  based 
upon  information  from  the  National  Drug  and  Alcohol  Treatment  Utilization 
Survey,  and  other  sources,  which  show  that  the  recent  growth  of  the  ser- 
vice system  is  supported  principally  through  increases  in  third  party 
insurance  and  client  fees. 

Three  objectives  address  these  areas. 

Objective  To  increase  access  to  alcoholism  and  substance  abuse  treatment 
for  Illinois  residents  through  expansion  of  public  and  private  health  insur- 
ance coverage. 

Discussion  Alcoholism  and  substance  abuse  are  major  health  problems  for 
Illinois  citizens.  It  is  well  established  that  alcoholism  and  drug  abuse 
can  be  successfully  treated,  with  recovery  and/or  improvement  rates  rang- 
ing from  50  to  90  percent.  Recent  research  also  demonstrates  that  treat- 
ment for  alcoholism  and  substance  abuse  significantly  reduces  the  utiliza- 
tion of  other  medical  services.  As  a result,  providing  insurance  benefits 
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for  alcoholism  and  substance  abuse  treatment  is  cost-effective.  Health 
insurers  experience  the  savings  associated  with  diminished  utilization  of 
other  health  care  services,  employers  observe  improved  job  performance, 
and  treated  individuals  and  their  family  members  enjoy  more  satisfying 
1 ives. 

However,  insurance  coverage  for  acoloholism  and  drug  abuse  services  has 
lagged  behind  coverage  for  other  health  care  services.  An  analysis  of 
data  from  the  1981  "Level  of  Benefits"  study  by  the  Bureau  of  Labor  - 
which  focused  on  employees  of  medium  to  large  companies  - showed  that  only 
37.9%  of  employees  were  covered  for  alcohol  abuse  treatment.  The  same 
study  indicates  that  insurance  coverage  for  alcoholism  was  less  common 
than  benefits  for  inpatient  mental  health  care  (99%),  prescription  drugs 
(97%),  physician  office  visits  (95%),  mental  health  outpatient  care  (93%), 
dental  care  (61%),  and  extended  care  facilities  (60%). 

It  is  in  the  interest  of  our  citizens  for  DASA  to  support  expanded  insur- 
ance benefits  for  the  treatment  of  alcoholism  and  drug  abuse.  Increased 
insurance  coverage  would  facilitate  access  to  assessment  and  treatment 
services,  encouraging  persons  to  seek  care  at  an  earlier  point  in  the  pro- 
gression of  their  illness.  Earlier  intervention  will  reduce  the  personal 
and  societal  consequences  of  untreated  alcoholism  and  drug  abuse. 

Activities  DASA  and  the  Illinois  Department  of  Public  Aid  (DPA)  will 
pursue  alcoholism  and  substance  abuse  coverage  under  the  Illinois  Medical 
Assistance  Program  beginning  in  FY87. 

Discussion  DASA  is  entering  the  fourth  and  final  year  of  participation  in 
the  national  Medicare/Medicaid  Alcoholism  Services  Demonstration  co-sponsor- 
ed by  NIAAA  and  the  Federal  Health  Care  Financing  Administration  (HCFA). 

A research  study  of  the  176  Medicaid  recipients  participating  in  the  first 
year  of  the  demonstration,  completed  by  the  Center  for  Policy  Studies  and 
Program  Evaluation  at  Sangamon  State  University,  found  that  delivery  of 
alcoholism  services  costing  a total  of  $94,000  saved  the  Illinois  Medical 
Assistance  Program  an  estimated  $511,000  in  reduced  healthcare  expendi- 
tures. The  results  of  the  study  and  the  experience  gained  through  the 
demonstration  provide  the  basis  for  further  efforts  by  DASA  and  DPA  to 
expand  coverages  statewide. 

The  two  state  agencies  will  : 

. Review  the  operation  of  Medical  Assistance  programs  in  other  states 
which  already  cover  alcoholism  and  substance  abuse  services 

. Determine  eligible  services,  eligible  vendors  and  eligible  clients 

, Decide  how  operational  functions  are  to  be  shared  between  DASA  and 

DPA 

. Prepare  changes  to  the  State's  Medicaid  Plan  and  other  supporting 
regulations  and,  upon  approval  implement  the  benefits  beginning  in 
FY87 
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Implementation  of  this  action  vnll  establish  specific  coverages  for  public 
assistance  recipients. 

Activities  DASA  will  encourage  HCFA  to  include  free-standing  alcoholism 
and  substance  abuse  treatment  providers  as  eligible  for  participation  in 
the  Medicare  and  Medicaid  program. 

Discussion  The  national  Medicare/Medicaid  Alcoholism  Services  Demonstra- 
tion, in  which  Illinois  is  a participant,  has  shown  the  capability  of  non- 
acute care  free-standing  providers  to  deliver  alcoholism  services  to 
Medicaid  recipients  and  Medicare  beneficiaries.  The  Medicare  program  cur- 
rently reimburses  for  these  services  when  delivered  in  acute  care  hospi- 
tals and  physician  offices.  Provider  eligibility  for  the  community-based 
service  providers  and  hospital  affiliated  free-standing  programs  in 
Illinois  would  increase  access  to  care  for  elderly  and  disabled  Medicare 
beneficiaries. 

Changes  in  HCFA's  regulations  governing  the  State's  Medicaid  program  would 
facilitate  activities  within  Illinois  to  include  these  providers  under  the 
State  Medical  Assistance  Program.  These  free-standing  settings  are  a 
cost-effective  alternative  for  those  persons  requiring  alcoholism  and 
substance  abuse  treatment  who  do  not  need  an  acute  care  level  of  service. 

HCFA  will  revise  the  regulations  which  define  alcoholism  treatment  serv- 
ices and  describe  provider  eligibility.  Actions  by  the  State  of  Illinois 
and  its  Congressional  delegation  could  increase  the  likelihood  that  HCFA 
would  determine  that  free-standing  settings  can  be  eligible  providers 
under  the  Medicare  and  Medicaid  programs. 

Activities  DASA  will  continue  to  encourage  the  Illinois  Department  of 
Insurance  (DOI)  to  specify  in  regulation  the  alcoholism  and  substance 
abuse  benefits  to  be  provided  by  all  licensed  health  maintenance  organi- 
zations (HMDs)  in  Illinois. 

Discussion  The  Department  of  Insurance  is  reviewing  the  current  regula- 
tions effecting  HMDs.  In  June,  1984,  the  predecessor  organizations  to 
DASA  recommended  services,  settings,  and  benefit  limits  to  the  Department 
for  their  consideration.  Review  of  HMD  practices  indicates  that  most  HMDs 
currently  deliver  alcoholism  and  drug  abuse  services,  however,  the  types 
and  amounts  included  in  the  benefit  package  differ  and  there  is  no  speci- 
fied benefit  "floor." 

DASA,  in  collaboration  with  major  organizations  representing  alcoholism 
and  substance  abuse  providers,  is  available  to  the  DOI  and  the  Illinois 
Association  of  HMOs  to  assist  in  considering  the  specific  services  and 
benefit  limits.  Revisions  to  the  HMO  regulations  should  result  in  a 
well-defined  package  of  benefits  available  to  citizens  enrolled  in 
Illinois  HMOs. 

Activities  DASA  will  develop  and  recommend  a benefit  package  of  treatment 
services,  eligible  providers  and  settings,  and  benefit  limits  to  be  consid- 
ered by  public  and  private  health  insurers,  self-insured  businesses,  and 
other  purchasers  of  healthcare  coverage  for  Illinois  citizens. 


86-IV-Page  3 


Discussion  The  development  of  a comprehensive  and  cost  effective  benefit 
package,  along  with  appropriate  supporting  information,  can  be  of  assist-  ^ 

ance  to  payors  as  they  consider  coverages  for  alcoholism  and  substance  ^ 

abuse  services.  DASA  is  in  a unique  position,  as  the  state  agency  responsi- 
ble for  addressing  these  disabilities,  to  develop  the  recommendations. 

The  methods  for  completing  the  recommendations  will  include  a review  of: 

. Coverages  currently  provided  by  Medicare,  Medicaid,  Blue  Cross  of 
Illinois,  HMDs  licensed  in  Illinois,  other  indemnity  companies  and 
self-insured  businesses  including  trends  in  coverage 

. Utilization  levels  and  costs  for  these  coverages 

. The  emerging  research  on  "cost-offset"  and  the  "effectiveness  of 
treatment"  research  studies 

Following  the  development  of  a draft  benefit  package,  DASA  will  consult 
with  various  interested  parties  prior  to  presenting  the  recommendations. 

Acceptance  of  the  recommendations  should,  over  time,  result  in  expanded 
coverage  for  citizens  of  Illinois. 

Activities  DASA,  DOI,  and  other  interested  parties  will  study  the  need 
for  changes  to  the  Illinois  Insurance  Code  which  would  mandate  alcoholism 
and  substance  abuse  benefits  for  group  insurance  policies. 

Discussion  Over  half  of  the  States  now  have  insurance  mandates  which 
specify  coverage  for  alcoholism  and  substance  abuse.  A study  by  the 
National  Association  of  State  Alcohol  and  Drug  Abuse  Directors  shows  that 
insurance  requirements  lead  to  higher  per  capita  allocations  for  alcohol 
and  substance  abuse  treatment  services  and  improved  access  to  care. 

The  Illinois  Insurance  Code  currently  provides  that: 

No  policy  of  group  accident  or  health  insurance  ...  which  provides 
inpatient  hospital  coverage  for  sicknesses  shall  exclude  from  such 
coverage  the  treatment  of  alcoholism. 

This  provision  prohibits  discrimination  against  insurance  coverage  for 
important  alcoholism  care  in  hospitals  but  does  not  define  appropriate 
services,  settings  and  levels  of  care  which  should  be  covered  by  group 
policies  and  does  not  include  outpatient  care. 

The  emerging  research  on  "cost-offset",  mentioned  in  the  previous  activi- 
ties outlined  above,  and  the  experience  of  several  insurance  companies 
such  as  the  Kemper  Group  suggests  that  comprehensive  coverage  may  be  ef- 
fectively offered  at  no  premium  increase. 

Activities  DASA  will  consider  provider  eligibility  for  health  care  reim- 
bursement as  it  recommends  changes  to  the  licensure  programs  for  free- 
standing alcoholism  and  drug  abuse  treatment  providers  in  Illinois. 

Discussion  The  DASA  Advisory  Council  will  recommend  changes  in  the  cur-  ^ 

rent  licensure  programs  to  the  General  Assembly.  The  Council's  work  will 
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address  whether  licensure  for  alcoholism  and  substance  abuse  treatment 
services  should  be  the  responsibility  of  one  agency  instead  of  two  and  who 
shall  be  responsible,  and  where  the  licensure  function  should  reside  in 
Illinois  government.  The  Council  will  consider  maximization  of  revenue 
from  third  party  sources  as  it  formulates  its  recommendations. 

Objective  To  match  more  precisely  the  payment  for  services  with  the 
delivery  of  services  specified  in  the  DASA  contracts. 

Discussion  The  current  DASA  funding  mechanisms  are  based  primarily  upon 
the  grant-in-aid  approach  utilized  by  DMH/DD  and  the  slot  funding  method 
used  by  DDC.  These  mechanisms  are  ideal  for  use  during  the  start  up 
period  when  a service  is  being  established  as  well  as  for  funding  of 
demonstration  programs  because  of  the  range  of  unknown  or  variable  factors 
in  a local  environment  or  the  impact  of  changing  or  innovative  service 
delivery  methodologies. 

An  alternative  mechanism,  widely  used  by  many  public  funders  and  by  pri- 
vate insurance  carriers,  reimburses  vendors  for  services  on  a fee-for- 
service  basis.  The  incentives  and  disincentives  inherent  in  this  approach 
are  different  than  those  in  the  grant/slot  approaches. 

The  fee-for-service  mechanism  allows  greater  specificity  and  precision  in 
the  purchase  of  care.  In  addition,  DASA  believes  use  of  this  mechanism 
may  result  in  the  generation  of  increased  revenue  from  client  fees  and 
private  insurance  by  contract  agencies,  ultimately  resulting  in  more  diver- 
sified sources  revenue  for  agencies  and  increased  service  capacity  for 
II 1 inois  citizens. 

Activities  DASA  will  develop  and  test  a more  precise  funding  mechanism 
for  DASA  contracts  with  non-hospital  providers  by  conducting  the  Individu- 
al Service  Payment  Demonstration. 

Discussion  The  Individual  Service  Payment  Demonstration  (ISPD)  was  begun 
on  a pilot  basis  during  FY84  with  three  downstate  alcoholism  service  pro- 
viders. The  demonstration  is  currently  scheduled  for  expansion  to  twelve 
agencies  in  central  Illinois  and  Chicago  during  FY86  for  alcoholism  Detoxi- 
fication, Residential  Rehabilitation  and  Outpatient  services.  DASA  plans 
expansion  of  the  ISPD  to  a limited  number  of  drug  abuse  vendors  during 
FY87. 

The  ISPD  requires  specification  of  eligible  clients  based  on  family  size 
and  annual  income,  reimbursable  services  including  annual  benefit  limits, 
equitable  prospective  rates,  invoicing  procedures,  the  relationship  be- 
tween partial  insurance  coverage  and  DASA  payments,  contracting  and  ser- 
vice audit  procedures,  and  other  similar  requirements.  The  demonstration 
will  allow  DASA  and  the  participant ing  agencies  to  gain  experience  in  estab- 
lishing and  testing  essential  policies  and  procedures.  DASA  will  careful- 
ly evaluate  the  impacts  of  the  ISPD,  and  will  consult  widely  with  the 
field  concerning  further  implementation. 

Activities  DASA  will  provide  reimbursement  for  the  treatment  of  alco- 
holism and  substance  abuse  for  Illinois  citizens  who  are  not  covered  by 
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other  private  or  public  sources  of  coverage,  are  unable  to  pay,  and  are  in 

need  of  treatment,  ^ 

Discussion  DASA  views  its  funding  role  as  being  critical  for  citizens 
requiring  treatment  who  do  not  have  other  coverages.  It  is  important  to 
state  this  long-range  objective  as  DASA  takes  the  other  actions  described 
in  this  section  to  increase  benefits  from  other  sources,  since  it  rede- 
fines the  DASA  funding  role  toward  supporting  services  to  persons  without 
other  resources. 

In  developing  an  implementation  method,  DASA  will  determine  client  eligi- 
bility based  on  income  and  family  size,  services  covered,  provider  eligibil- 
ity, benefit  limits,  rates  of  reimbursement,  and  other  aspects  of  the  reim- 
bursement mechanism. 

Objective  To  assist  DASA  contract  treatment  agencies  to  generate  avail- 
able client  fees  and  third  party  payments  through  the  delivery  of  techni- 
cal assistance. 

Discussion  The  technologies  necessary  for  maximizing  revenue  from  client 
fees,  second  and  third  party  payments  are  well  established.  However,  not 
all  DASA  contract  agencies  have  considered  adoption  of  these  techniques, 
and  other  vendors  have  only  partially  implemented  policies  and  procedures 
which  could  increase  revenue  from  these  sources. 

DASA's  predecessor  organizations  each  implemented  special  efforts  concern- 
ing insurance,  billing  and  fee  collection.  DDC  conducted  a demonstration 
in  cooperation  with  the  Retired  Executive  Corps.  The  Division  of  Alcohol-  % 

ism,  DMH/DD,  held  a series  of  workshops  based  upon  a guide  developed  under 
contract  by  Arthur  Young  and  Company. 

In  addition,  technologies  for  the  marketing  of  human  services,  including 
alcoholism  and  substance  abuse,  are  also  available.  Most  DASA  vendors 
provide  public  information  and  outreach  activities.  However,  agencies  may 
lack  a comprehensive  marketing  approach. 

Activities  DASA  will  provide  technical  assistance  on  revenue  maximization 
to  contract  agencies  to  assist  in  the  adoption  of  policies  and  procedures 
which  will  increase  revenue  from  client  fees  and  third  party  payments. 

Discussion  It  is  in  both  DASA's  interest  and  the  interest  of  partici- 
pating agencies  to  take  actions  which  will  expand  the  revenue  base  and 
diversify  the  sources  of  funding  for  treatment  services.  Agencies  should 
be  able  to  increase  service  levels  beyond  the  levels  supported  by  state 
funds,  and  DASA  will  be  able  to  allocate  scarce  State  resources  toward  new 
target  populations  and  underserved  areas. 

The  technical  assistance  effort  will  focus  upon  assessing  readiness  for 
consultation,  facilitating  exchange  of  knowledge  and  skills  between  more 
experienced  and  less  experienced  agencies,  tailoring  on-site  consultation 
to  the  special  needs  of  agencies  requesting  assistance,  and  identifying 
related  concerns  which  may  also  require  attention,  e.g.  marketing,  facil- 
ity development  or  agency  strategic  planning.  > 
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Activities  DASA  will  provide  technical  assistance  on  the  marketing  of 
treatment  services  to  contract  agencies  to  assist  in  the  adoption  of 
practices  which  will  increase  the  flow  of  revenue  generating  clients. 

Discussion  A well  developed  marketing  plan  will  increase  community  aware- 
ness of  the  availability  of  treatment  services,  encouraging  alcohol  and 
drug  abusers  to  seek  care  at  an  earlier  time  in  the  progression  of  their 
illness.  Effective  marketing  also  improves  the  image  of  the  treatment 
provider  and,  over  time,  results  in  increases  in  service  to  the  targeted 
popul ations . 

DASA  has  arranged  with  the  American  Marketing  Association  for  training  for 
DASA  staff  and  a presentation  at  the  1985  DASA  conference.  Further  activi 
ties  could  follow  including  involvement  of  representatives  from  the  AMA  in 
on-site  consultation,  inter-agency  exchanges  and  brokerage  of  other  TA 
resources. 

Support  Functions 

DASA  is  refining  several  functions  which  support  the  treatment  financing 
issues  and  actions , incl uding : 

. expansion  of  the  Treatment  Financing  Policy  Group 

. cost  finding 

. rate  setting 

. electronic  invoicing 

. service  audits 

. utilization  review  requirements 

The  Treatment  Financing  Policy  Group  is  an  internal  DASA  committee  which 
reviews  and  discusses  policy  issues  in  this  area.  During  FY85  the  member- 
ship has  been  the  Deputy  Director,  Associate  Director,  and  four  Division 
Administrators.  The  Director  will  be  adding  a limited  number  of  represent 
atives  from  the  field  and  regional  staff  to  the  Group  in  FY86. 

Cost  finding  is  the  activity  of  analyzing  data  from  CPA  audits,  the  Inter- 
agency Statistical  and  Fiscal  Report,  and  other  sources  to  determine  ser- 
vice costs  patterns  and  trends.  The  FY85  cost  reporting  data  base,  limit- 
ed to  demonstration  vendors  in  the  ISPD  and  Medicare/Medicaid  demonstra- 
tion, will  be  expanded  during  FY86  to  include  all  non-hospital  DASA  con- 
tractors. 

The  cost  finding  information  assists  DASA  in  developing  and  refining  rate 
setting  methodologies.  DASA  uses  a prospective  approach,  setting  at  the 
beginning  of  a fiscal  year  an  equitable  rate  for  payment  for  the  year. 
During  early  FY86  rate  methodologies  will  be  developed  for  Intensive  Out- 
patient services.  Methodologies  for  drug  abuse  Outpatient  and  Residential 
services  will  be  completed  during  the  last  half  of  FY86. 

The  ISPD  uses  micro-computers  based  at  the  treatment  agencies  to  invoice 
DASA  electronically.  This  system  will  be  tested  and  refined  during  FY86 
to  determine  the  utility  of  the  approach  for  the  agencies  and  DASA. 

The  process  used  for  monitoring  a fee-for-service  payment  is  termed  a 
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service  audit.  A sample  of  the  agencies  clinical  records  are  reviewed  to 
determine  whether  invoiced  services  are  documented  and  whether  the  record 
meets  standards  for  treatment  planning,  diagnosis,  release  of  information, 
etc.  During  FY86  DASA  will  refine  the  existing  service  audit  process. 

Utilization  review  (UR)  is  the  procedure  an  agency  uses  to  inspect  the 
appropriateness  of  admission  and  treatment  services,  and  to  authorize  time 
extensions  for  the  treatment  plan.  During  FY86  DASA  will  review  UR  prac- 
tices and  standards  for  alcohol  and  substance  abuse  services,  consult  with 
representatives  of  the  field,  and  implement  UR  requirements  on  a demonstra- 
tion basis.  Some  agencies  currently  follow  this  practice. 


YOUTH  INITIATIVE  DEMONSTRATION  PROJECT 

The  overall  purposes  of  the  Youth  Initiative  Demonstration  Project  are  to 
assist  in  the  development  of  new  service  delivery  models  and  technologies 
and  to  aid  DASA  and  its  contract  agencies  to  utilize  current  knowledge  con- 
cerning effective  practices  and  new  knowledge  for  system  development. 

Objective  To  assist  in  the  development  of  a comprehensive  statewide  youth 
alcohol  and  substance  abuse  treatment  services  system. 

Discussion  National  statistics  concerning  the  use  and  abuse  of  alcohol 
and  other  drugs  by  adolescents  demonstrate  the  existence  of  a significant 
and  continuing  problem.  It  can  be  estimated  that  over  300,000  Illinois 
young  persons  age  13  - 17  suffer  from  the  consequences  of  substance  abuse. 

Some  proportion  of  these  young  persons  and  their  families  are  in  need  of  % 

professional  intervention. 

While  treatment  services  for  adult  alcoholics  and  drug  addicts  have  been 
available  in  most  portions  of  Illinois  for  the  last  8-10  years,  special- 
ized services  for  young  persons  have  only  begun  to  be  established  in  the 
last  1-3  years  and  remain  unavailable  in  most  portions  of  the  state. 

Further,  it  has  become  evident  that  the  treatment  needs  of  young  persons 
differ  significantly  from  those  of  adults  and  that  specialized  services 
are  necessary. 

The  long-range  purpose  of  the  objective  is  to  encourage  the  development  of 
integrated,  cost-effective  systems  of  care  which  will  be  available  to 
Illinois  adolescents,  and  their  families,  who  are  in  need  of  treatment. 

Activities  DASA  will  develop  program  models  for  the  treatment  of  adoles- 
cents through  operation  of  the  Youth  Initiative  Demonstration  Project. 

Discussion  The  DASA  Youth  Initiative  involves  the  three  year  (FY85  - 87) 
development  of  comprehensive  demonstration  program  models  for  the  treat- 
ment of  alcohol  and  substance  abusing  youth.  Begun  during  mid-FY84,  the 
Youth  Initiative  is  a continuation  and  expansion  of  the  Division  of 
Alcoholism  Initiative  for  Alcohol  Treatment  Services  for  Youth  to  formally 
include  substance  abuse.  Using  a competitive  proposal  process,  three  demon- 
stration sites  were  selected  representing  major  urban,  small  city/ 
suburban,  and  rural  settings:  ^ 
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Youth  Outreach  Services  Inc.,  Chicago 


. Lighthouse,  McLean  County  Alcohol  and  Drug  Assistance  Unit  Inc., 

B1 oomington 

. Mental  Health  Services  of  Franklin  and  Williamson  Counties,  Inc., 
Marion 

The  overall  objectives  of  the  Initiative  are  to: 

. Test,  in  Illinois,  methods  of  assessment  which  will  aid  clinicians  in 
determining  the  appropriate  level  of  care  and  lead  to  a comprehensive 
individual  treatment  plan.  DASA  and  the  participating  agenices  are 
collaborating  with  the  Adolescent  Youth  Assessment  Project  of  St. 

Paul,  Minnesota  as  they  standardize  an  instrument  specifically  de- 
signed to  provide  a valid  and  reliable  evaluation  of  problems  related 
to  alcohol  and  substance  abuse. 

. Identify  the  necessary  service  components  required  to  be  present  in  a 
comprehensive  youth  treatment  system  within  a geographic  area,  and 
begin  determination  of  the  optimal  amounts  and  the  balance  between 
each  service  type.  The  participating  agencies  are  currently  emphasiz- 
ing a variety  of  community-based  outpatient  services,  family  involve- 
ment, and  supportive  activities. 

. Determine  the  impacts  of  treatment  through  post-discharge  follow-up 
studies.  An  evaluation  design  is  under  development  which  will  speci- 
fy the  methodologies.  DASA  will  also  assess  the  feasibility  of  pre- 
paring an  application  to  NIDA  for  a full  research  project  based  upon 
this  demonstration. 

. Together  with  the  demonstration  agencies,  inform  the  field  of 
knowledges  and  positive  experiences  gained  through  the  Youth 
Initiative. 

DASA  activities  during  FY85  focused  upon  service  definitions  and  selec- 
tion of  data  elements.  During  FY86  staff  will  review  initial  data  and 
participate  in  the  development  of  short-range  plans  and  funding  guidelines 
described  below,  based  upon  the  Initiative  and  the  experiences  of  other 
youth  treatment  service  providers. 

Note:  Information  concerning  the  Youth  Initiative  is  not  included  in  the 
data  displays  located  elsewhere  in  this  plan,  as  data  were  not  available 
during  the  initial  stages  of  the  Initiative  in  FY84  which  were  devoted 
primarily  to  planning  and  start  up  functions. 

Activities  DASA  will  establish  a short  and  long-range  strategic  plan  for 
the  statewide  expansion  of  youth  treatment  services. 

Discussion  The  Youth  Initiative  Project  will  assist  in  the  development  of 
policy  and  the  strategic  plan  for  alcohol  and  substance  abuse  treatment 
services  for  youth.  It  is  expected  that  the  planning  process  will  require 
two  stages  - a short-range  effort  during  FY86  to  specify  planning  princi- 
ples and  service  system  goals,  leading  to  a long-range  plan  completed  by 


86-IV-Page  9 


the  end  of  FY87  which  projects  the  necessary  service  components  required 
to  be  present  in  a comprehensive  youth  treatment  system  within  a geo- 
graphic area. 

DASA  recognizes  that  treatment  services  for  adolescents  and  their  families 
are  currently  being  developed  by  providers  in  various  locations  in 
Illinois.  DASA  wishes  to  encourage  the  development  of  comprehensive 
systems  of  care  based  upon  widely  accepted  principles  of  service  system 
development.  The  objective  is  a treatment  system  which  is  both  program- 
matically effective  and  cost  efficient,  and  which  provides  for: 

. A comprehensive  assessment  of  the  needs  of  adolescents  and  admission 
criteria  for  each  level  of  care. 

. Utilization  of  the  least  intensive  treatment  service  which  is 

clinically  required  in  order  to  retain  the  adolescent  in  his/her 
community  whenever  possible. 

. A range  of  services  including  hospital  In-patient  Rehabilitation, 
non-hospital  Residential  Rehabilitation,  Intensive  Outpatient, 

Outpatient  and  Aftercare  services. 

. Agreements  for  firm  referrals  between  the  alcoholism/substance  abuse 
providers  in  the  service  area,  and  other  caregivers  who  work  with 
troubled  youth. 

. Working  relationships  with  organizations  with  decision  making  author-  ^ 

ity  over  adolescents  (schools,  DCFS,  juvenile  courts,  etc.) 

It  is  expected  that  the  planning  process  will  lead  to  future  DASA  budget 
initiatives.  DASA  will  involve  regional  provider  groups,  state  associa- 
tions and  the  Advisory  Council  in  the  development  of  the  plans  and  priori- 
ties concerning  youth  services. 

Activities  DASA  will  develop  funding  guidelines  and  criteria  for  the 
purchase  of  treatment  services  for  youth. 

Discussion  Funding  criteria  will  be  established  to  guide  providers  and 
DASA  staff  as  the  treatment  system  is  expanded  in  Illinois.  The  guide- 
lines will  be  based  upon  the  strategic  planning  for  youth,  the  Youth  Initia- 
tive, and  the  pattern  of  existing  services.  The  purpose  is  to  provide  a 
consistent  decision  structure  which  DASA  and  the  field  can  utilize  to  put 
in  place  an  effective  system  of  services. 

Activities  DASA  will  encourage  the  integration  of  alcohol  and  substance 
abuse  treatment  services  for  youth  with  local  systems  which  address  the 
overall  needs  of  troubled  youth. 

Discussion  Alcohol  and  substance  abuse  treatment  services  should  be  part 
of  a local  service  system  network  which  addresses  the  total  needs  of  young 
persons  and  their  families,  and  works  toward  the  integration  of  service 
components  provided  by  various  organizations.  Appropriate  inter-organiza-  J 

tional  collaboration  allows  the  alcohol  and  substance  abuse  agency  to  spe- 
cialize in  treatment  while  the  network  coordinates  access  to  non-substance 
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abuse  treatment  services  from  other  caregivers. 

DASA  will  participate  in  the  Governor's  Children's  Policy  Group  and  other 
state  level  efforts  to  support  effective  local  service  integration. 


TECHNICAL  ASSISTANCE  AND  TOPIC  ASSESSMENT 

Objective  The  Technical  Assistance  (TA)  functions  for  DASA  contract 
agencies  are  directed  toward  coordinating  and  facilitating  the  adoption  of 
effective  practices  and  technologies  in  the  operation  of  local  organiza- 
tions and  the  delivery  of  treatment  services. 

Discussion  The  focus  of  TA  will  be  upon  assisting  agencies  to  prepare  for 
a more  successful  future  through  utilization  of  established  technologies. 

TA  is  not  designed  to  aid  agencies  in  meeting  minimal  licensure  or  funding 
requirements.  Rather,  TA  exists  to  provide  support  as  agencies  work 
toward  meeting  the  demands  of  tomorrow. 

Activities  During  FY85  selected  areas  of  concentration  have  been  identi- 
fied for  further  investigation  including  such  organizational  issues  as 
marketing,  revenue  maximization,  strategic  planning,  personnel,  and  micro- 
computer applications.  Methods  for  accessing  information  on  various  top- 
ics from  computerized  data  banks  are  being  explored.  Efforts  during  FY86 
will  involve  the  creation  of  a consultant  resource  pool  from  DASA  staff, 
contract  agencies,  private  sector  organizations  and,  universities.  In  addi- 
tion the  selection  of  key  topics  will  be  completed  and  consultation  proces- 
ses final ized. 

Objective  To  improve  the  effectiveness  of  the  treatment  system  by  asses- 
sing selected  topics  and  provision  of  technical  assistance. 

Discussion  The  term  topic  assessment  refers  to  an  intensive  study  and 
review  of  a subject  which  has  been  determined  to  be  important  to  DASA  and 
the  treatment  services  field.  The  result  of  a topic  assessment  is  a re- 
port of  findings  including  recommendations  for  changes  in  policies  or  pro- 
cedures by  DASA  or  in  clinical  practices  by  contract  agencies. 

The  topic  assessment  model  may  involve  several  steps: 

. Define  the  topic  to  be  studied  and  identify  potential  applications 
for  changes  in  practices  in  the  field  and/or  DASA  policies  and 
procedures . 

. Assess  the  available  research  and  practitioner  literature  and  prepare 
a summary  report. 

. Gain  information  from  service  providers  who  are  actively  involved  in 
the  topic  through  site  visits,  surveys  or  other  methods,  and  prepare 
a summary  report. 

. Convene  an  invitational  group  of  resource  persons  to  generate 
specific  recommendations. 
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. Prepare  a report  of  the  findings  and  recommendations  for  consider- 
ation by  DASA. 

Topics  are  selected  based  upon  consultation  with  the  field  and  discussion 
among  DASA  staff.  The  initial  recommendations  are  to  study  Intensive  Out- 
patient services,  residential  services  for  women  with  children,  clinical 
assessment  practices,  the  effectiveness  of  treatment  and  the  special  needs 
of  the  elderly  for  alcohol  and  substance  abuse  services. 

Activities  DASA  will  conduct  a topic  assessment  of  Intensive  Outpatient 
services. 

Discussion  Intensive  Outpatient  services  are  licensed  by  DPH  as  non- 
residential  rehabilation  alcohol  services  and  by  DASA  as  transitional  drug 
services.  Some  providers  use  the  terminology  of  Day  Care  or  Night  Care  to 
describe  this  service.  Services  are  delivered  4-5  hours  per  day  and  ad- 
dress the  needs  of  clients  who  require  a more  intensive  level  of  care 
than  traditional  alcohol  or  drug  outpatient  services  but  who  do  not  re- 
quire 24  hour  care  in  a residential  facility. 

There  has  been  a rapid  increase  in  the  number  of  DASA  funded  Intensive 
Outpatient  alcohol  treatment  programs  since  FY81.  In  addition,  many  pri- 
vately operated  Intensive  Outpatient  programs  hae  been  established  in 
Illinois  and  across  the  country  in  the  last  five  years.  This  type  of 
service  appears  to  be  on  the  leading  edge  of  service  system  design. 

A topic  assessment  will  encourage  DASA  and  the  treatment  field  to  incor- 
porate state  of  the  art  approaches  into  policies,  procedures  and  practic- 
es for  the  funding  and  delivery  of  Intensive  Outpatient  services. 

Activities  DASA  will  conduct  a topic  assessment  of  residential  services 
for  women,  with  a focus  on  the  child  care  needs  of  women  with  children. 

Discussion  The  Federal  Block  Grant  Women's  set-aside  requirement,  as 
established  by  the  Congress,  provides  a unique  opportunity  to  review  the 
appropriateness  of  the  existing  treatment  delivery  system  in  terms  of  the 
needs  of  women.  The  Director  has  named  a Women's  Task  Force  within  DASA 
to  recommend  priorities  regarding  treatment  issues  for  women,  and  the  Task 
Force  has  selected  residential  services  including  a provision  for  access- 
ing child  care  as  one  area  of  emphasis.  (See  Chapter  III-C,  Overview.) 

Lack  of  appropriate  arrangements  for  the  care  of  their  children  may  inhib- 
it some  women  from  entering  residential  treatment  or  may  disrupt  that  treat- 
ment when  child  care  arrangements  are  disrupted.  The  initial  topic  assess- 
ment will  gather  information  on  the  operation  of  successful  programs  in 
other  states,  various  models  for  assuring  appropriate  child  care,  Illinois 
legal  and  regulatory  issues,  and  the  costs  associated  with  various  ap- 
proaches . 

Activities  DASA  will  conduct  a topic  assessment  of  clinical  level  of  care 
criteria 

Discussion  A clinical  assessment  discussion  can  be  found  in  Chapter 
III-C,  Overview  in  the  project  on  Level  of  Care  Assessment.  This  topic 
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assessment  will  be  conducted  in  conjunction  with  this  activity. 

Practice  in  the  field  and  licensure  requirements  provide  some  guidance  as 
to  how  these  steps  can  best  be  accomplished.  However,  the  drug  and  alco- 
hol field  are  changing  rapidly.  New  assessment  instruments  and  techniques 
are  becoming  available  which  might  lead  to  significant  improvements  in 
clinical  assessment.  DASA  believes  expert  assessment  is  critical  to  suc- 
cessful treatment,  and  may  provide  information  which  will  aid  clinicians 
and  contract  vendors  to  improve  assessment  practices. 

Information  from  this  work  will  contribute  to  the  clarification  of  defini- 
tions of  service  types  and  appropriate  admission  criteria  for  each  type. 

In  addition,  this  information  will  aid  DASA  and  the  service  providers  in 
the  development  of  long  range  planning  reimbursement  mechanisms  and  in- 
ternal service  program  functions  such  as  utilization  review. 

Activities  DASA  will  conduct  a topic  assessment  on  the  effectiveness  of 
treatment. 

Discussion  There  are  three  reasons  which  lead  to  the  topic  assessment 
concerning  treatment  effectiveness: 

. The  available  research  now  provides  more  definitive  information 
concerning  the  impacts  of  various  services  and  intervention 
strategies  upon  various  types  of  clients. 

. There  are  widespread  perceptions  among  some  employers,  insurance 
carriers  and  other  organizations  which  purchase  health  care  that 
treatment  for  alcohol  and  drug  problems  may  not  be  effective.  These 
perceptions  should  be  corrected  using  up-to-date  findings. 

. DASA  staff  and  employees  of  DASA  contract  agencies  need  to  be  fully 
informed  concerning  creatment  effectiveness  so  that  funding  pro- 
cedures and  clinical  practices  can  be  based  upon  the  best  available 
information.  DASA  will  involve  representatives  from  the  treatment 
research  field  as  well  as  persons  from  the  field  in  this  topic  assess- 
ment. 
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CHAPTER  V 


SUPPORT  SERVICES  AND  INFORMATION  SERVICES 


P.A.  83-969,  111.  Rev.  Stat.,  Ch.  Ill  1/2,  par.  6301 
et.  seq. 

Paragraph  6,  Subparagraph  (c):  To  establish  a clear- 

inghouse and  central  repository  for  the  development 
and  maintenance  of  a centralized  alcohol  and  drug 
abuse  data  collection  and  dissemination  system  and  a 
management  information  system  for  all  alcohol  and 
drug  abuse  functions,  in  accordance  with  the  confi- 
dentiality safeguards  under  this  Act. 

Subparagraph  (g):  To  specify  uniform  methods  for 

keeping  statistical  information  by  agencies,  organi- 
zations and  individuals  and  to  collect  and  make  avail- 
able statistical  information,  including  numbers  of 
persons  treated,  frequency  of  admission  and  readmis- 
sion and  frequency  and  duration  of  treatment. 

P.A.  83-778,  111.  Rev.  Stat.,  Ch.  56  1/2,  par.  1301 
et.  seq.  transfered  responsibility  for  administer- 
ing the  Triplicate  Prescription  Program  to  the  new 
Department. 
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CHAPTER  V 


SUPPORT  SERVICES  AND  INFORMATION  SERVICES 
INTRODUCTION 

The  initial  administrative  structure  of  the  Department  created  the  Divi- 
sion of  Support  Services  by  combining  the  functions  of  the  Toxicology 
Division,  Licensing  Section,  Data  Management  Services  Section,  Central 
Processing  Unit,  and  Triplicate  Prescription  Section  of  the  former 
Dangerous  Drugs  Commission.  The  intent  of  this  combination  was  to  permit 
the  new  Department  to  increase  its  ability  to  respond  to  requirements  for 
information,  to  facilitate  the  collection  and  maintenance  of  such  informa- 
tion, and  to  coordinate  all  support  functions.  As  was  noted  in  Chapter  I, 
within  nine  months  the  need  for  administrative  changes  became  apparent  and 
the  Division  was  split  into  the  Division  of  Support  Services  (Toxicology, 
Licensing,  and  Triplicate  Prescriptions)  and  the  Divison  of  Information 
Services  (Data  Management  Services  and  the  Central  Processing  Unit). 


SUPPORT  SERVICES 


LICENSING 

Current  Status  Licensing  staff  review  applications  and  inspect  sites  for 
130  drug  treatment  programs.  (As  discussed  in  Chapter  I,  alcoholism  pro- 
gram treatment  licensure  remained  with  the  Department  of  Public  Health  but 
the  question  of  merging  these  two  functions  is  currently  being  addressed 
by  the  Advisory  Council  on  Alcoholism  and  Substance  Abuse.)  DASA  also 
licenses  Illinois  researchers  who  use  controlled  substances  in  their  re- 
search protocols,  which  currently  total  140.  In  addition,  DASA  reviews 
and  authorizes  40  hospitals  that  use  Del ta-9-Tetrahydrocannabinol  for  the 
relief  of  nausea  caused  by  cancer  chemotherapy. 

Plan  of  Action  - FY86 


Provide  assistance  to  the  Licensure  Committee  of  the  Advisory  Council 
in  their  deliberations  on  the  consolidation  of  the  licensing  function. 

Although  no  final  decision  has  been  made  as  to  the  final  structure 
and  areas  of  responsibil ity  for  the  administration  of  the  Driving 
Under  the  Influence  Law,  the  Department  is  preparing  to  develop  the 
administrative  structure  to  license  approximately  175  programs  that 
would  provide  DUI  assessment  and  remedial  education  services  if  that 
assignment  is  made.  (See  the  DUI  discussion  in  Chapter  III  B.) 

Provide  assistance  to  the  detoxification  study  work  group  with  the 
objective  of  developing  rules  and  regulations  for  drug  detoxification 
services  and  adapting  the  licensing  administrative  structure  to  in- 
clude currently  licensed  alcoholism  programs  which  provide  these 
services  after  the  study  is  completed  if  indicated.  (See  Chapter 
III-C  Overview  for  a discussion  of  this  study.) 
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. Increase  staffing  levels  to  allow  on-site  licensure  inspection  of  a 
projected  300  programs  on  a planned  cycle. 

. Revise  all  forms,  letters  and  reports  to  improve  productivity  through 
the  use  of  office  automation  tools. 

TOXICOLOGY 

Background  The  Toxicology  Laboratory  was  originally  developed  in  1968  by 
the  Department  of  Psychiatry,  University  of  Chicago,  to  perform  drug  detec 
tion  services  to  determine  whether  drug  abuse  clients  had  taken  drugs 
while  in  treatment.  The  services  had  a two-fold  purpose: 

. Provide  a diagnostic  tool  to  clinicians  and  medical  staff  so  they 
could  have  an  objective  means  of  evaluating  the  progress  of  a client 
in  a treatment  program. 

. Monitor  the  effectiveness  of  each  program  in  reducing  drug  abuse  inci 
dence  among  its  clients  during  the  course  of  treatment. 

Current  Status  The  laboratory,  as  part  of  DASA,  now  provides  drug  detec- 
tion services  to  more  than  50  funded  treatment  programs  and  7 TASC  offices 
The  laboratory  routinely  tests  urine  specimens  from  approximately  3,500 
clients  for  15  commonly  abused  drugs  on  a weekly  or  monthly  basis,  depend- 
ing upon  the  treatment  modality  of  the  client.  On  a special  request 
basis,  the  laboratory  provides  clinics  with  the  ability  to  screen  their 
population  for  a specific  drug  of  abuse,  such  as  cocaine,  benzodiazepines 
or  marijuana.  Similar  testing  is  done  yearly  on  a state-wide  basis  to 
monitor  changing  drug  abuse  patterns.  All  clients  who  enter  the  drug 
treatment  system  through  the  Central  Intake  facility  are  tested  for  18  - 
20  drugs.  The  subsequent  analysis  provides  DASA  with  a good  indicator  of 

Chicago  street  usage  of  drugs.  As  is  noted  below,  the  question  of  the 

possibility  of  testing  for  alcohol  is  being  explored. 

The  results  of  all  this  testing  are  manually  collated  and  submitted  in  var 

ious  report  formats  to  clinic  directors  and  DASA  management  to  enable  both 
to  assess  the  efficacy  of  the  treatment  programs  as  a tool  in  the  counsel- 
ing process. 

Plan  of  Action  - FY86 


Improve  the  working  relationships  between  the  treatment  programs, 
TASC,  and  the  Toxicology  Laboratory  through  increased  training  ef- 
forts and  appointment  of  a staff  member  to  develop  the  training 
package,  streamline  reporting  procedures  and  serve  as  section 
troubl e-shooter. 

Review  all  manual  procedures  and  statistical  record  keeping  methods 
as  the  basis  for  developing  a micro-computer  based  record  keeping 
system  for  the  laboratory  to  allow  for  expanded  analyses  of  results. 

Complete  at  least  one  state-wide  testing  of  cocaine  and  valium  for 
all  clients  in  alcohol  and  drug  treatment  programs. 
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. Assess  the  feasibility  of  performing  alcohol  testing  for  current  drug 
treatment  programs  and  developing  a communication  network  with  the 
EMIT  testing  sites  in  the  State. 

TRIPLICATE  PRESCRIPTION  CONTROL 

Background  On  September  24,  1983,  the  Illinois  Legislature  passed  P.A. 
83-778,  which  authorized  the  DDC  to  develop  an  automated  system  for  the 
efficient  distribution  and  receipt  of  official  triplicate  prescription 
blanks  and  for  the  expeditious  compilation  and  extrapolation  of  statis- 
tical and  other  data.  In  response  to  this  legislation,  DDC  created  the 
Triplicate  Prescription  Control  Section  within  the  Compliance  and  Enforce- 
ment Division  in  order  to  develop  a new  triplicate  prescription  control 
system  for  the  State  of  Illinois.  From  September  of  1983  through  June  of 
1984,  the  Section  produced  a preliminary  design  report  that  outlined  a 
feasible  course  of  action  for  future  program  development.  The  Section 
also  contacted  medical  societies,  pharmacy  associations,  law  enforcement 
and  regulatory  agencies  and  other  allied  professional  groups  to  make  the 
new  triplicate  system  more  effective  in  combating  the  misuse,  abuse  and 
diversion  of  Schedule  II  designated  product  controlled  substances. 

On  July  1,  1984,  with  the  creation  of  the  new  Department  the  section  was 
re-assigned  to  the  Support  Services  Division  and  was  subsequently  merged 
with  the  Central  Processing  Unit  and  is  now  responsible  for  the  following 
functions  : 

. Operation  of  the  State's  existing  triplicate  prescription  program 

. The  continued  development  and  implementation  of  a new  triplicate 
prescription  control  program 

. Manual  processing  and  record  keeping  associated  with  CODAP  and  the 
related  Client  Admission  Supplement  (CAS)  program 

. Development  and  implementation  of  DASA'S  forms  management  program 

. Development  and  implementation  of  DASA'S  records  retention  policy  and 

program 

Current  Status 


Operation  of  the  Existing  Triplicate  Prescription  System  Since  the 
transfer  from  Registration  and  Education  of  the  triplicate  system  on  July 
1,  1984,  the  Department  has  made  the  following  improvements  in  program 
operations : 

. Streamlined  data  collection  and  report  writing  functions 

. Created  a state-wide  reports  distribution  network 

. Established  a communications  network  with  state-wide  law  enforcement 

and  regulatory  agencies,  and  those  in  the  five  contiguous  States 
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. Consulted  with  physicians  through  liaison  with  the  Illinois  State 
Medical  Society 

. Produced  and  distributed  a monthly  master  listing  of  stolen  tripli- 
cate forms 

. Responded  to  over  2,000  information  requests  from  law  enforcement  and 
regulatory  agencies 

. Introduced  new  reports  that  enable  the  section  to  identify  trends 
associated  with  the  cashing  of  stolen  triplicates.  These  reports 
profile  drug  type,  aliases,  addresses,  forged  doctor  names  and  target 
pharmacies 

Development  and  Implementation  of  the  new  Triplicate  Prescription  System 
The  following  progress  has  been  noted  in  the  development  of  the  new 
system : 

. Program  reviews  have  been  completed  with  key  medical  societies,  phar- 
macy associations  and  other  allied  professional  organizations  within 
the  State. 

. Forms  development  and  production  nears  completion  with  an  expected 
system  start-up  date  in  July  1985. 

. Rules  and  Regulations  for  the  new  triplicate  program  are  being  pre- 
pared for  public  hearings  through  the  Joint  Committee  on  Administra- 
tive Rules  (JCAR). 

. Operational  equipment  is  on  order  and  should  be  in  place  prior  to 
system  implementation. 

. Computer  programming  is  now  under  way  in  the  inventory,  processing 
and  report  writing  subsystems. 

. An  information  brochure  on  the  triplicate  program  is  now  being  pre- 
pared for  state-wide  distribution. 

CODAP  and  CAS  Currently,  manual  procedures  are  being  written  for  both  the 
CODAP  and  the  CAS  systems  in  order  to  facilitate  processing  and  record 
keeping.  The  CAS  system  is  now  operating  under  a new  computer  program. 

The  CODAP  system  provides  DASA  with  a profile  of  socio-demographic  and 
drug  history-related  client  information  while  the  CAS  system  allows  DASA 
to  monitor  the  progress  of  individual  clients  through  the  drug  treatment 
system. 

Forms  Management  Program  The  numbering  and  titling  of  all  external  forms 
that  will  be  used  in  the  new  triplicate  system  has  been  completed.  From 
this  effort,  standard  operating  procedures  will  evolve  to  allow  for 
agency-wide  forms  management.  The  project  should  be  completed  by  the 
second  quarter  of  FY86. 

Records  Retention  Program  A records  retention  program  for  the  triplicate 
prescription  control  system  is  currently  under  development.  The  pro-  % 
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cedures  developed  will  be  expanded  for  agency-wide  use. 


Plan  of  Action  - FY86  A brief  description  of  the  plan  for  FY86  is 
provided  below: 

. Projects  Completion 


Construct  and  implement  all  components  of  the  Triplicate  Pre- 
scription Control  Program 

Phase  out  the  old  triplicate  prescription  system 

Complete  the  CODAP/CAS  systems  manual  procedures  and  restore 
system  integrity 

Implement  an  agency-wide  Forms  Management  Control  Program  and 
document  standard  operating  procedures 

Implement  an  agency-wide  Records  Retention  Program  and  document 
standard  operating  procedures 

Follow  the  JCAR  process  for  the  new  Rules  and  Regulations 
Expansion  of  Operations 


Computer  programs  will  be  enhanced  to  provide  a significant 
deterrent  to  the  diversion  of  Schedule  II  designated  product 
controlled  substances  covered  by  the  triplicate  prescription 
process. 

A new  computer  program  will  compare  the  acquisition  and  dis- 
pensing of  Schedule  II  designated  products. 

The  new  Pharmacy  Inventory  Control  Program  will  require  the  uni- 
form reporting  of  all  Schedule  II  drugs  dispensed  by  Illinois 
pharmacies  for  prescription  orders  from  an  out-of-state  practi- 
tioner. 

New  Initiatives 


The  Department  will  assist  the  American  Medical  Association  in 
the  development  of  the  Prescription  Abuse  Data  Synthesis  (PADS) 
project.  This  is  an  innovative  program  to  detect  patterns  of 
drug  diversion  through  the  analysis  of  retail  purchases  of  con- 
trolled substances  by  registrants  statewide. 

The  Department  is  responsible  for  planning  a prescription  drug 
abuse  conference  to  be  held  in  the  Fall  of  1985.  The  conference 
will  include  presentations  of  drug  utilization  data  generated 
by  the  triplicate  prescription  reporting  system.  Drug  Product 
Selection  Program  data,  and  information  relevant  to  pain  manage- 
ment therapies. 

The  Department  will  be  active  in  medical  and  pharmacy  education 
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programs.  These  programs  will  be  delivered  to  the  professional 
community  in  the  form  of  lectures,  videotape  presentations  and 
seminars . 

The  Department  will  establish  a computer  information  exchange  pro- 
gram with  the  Illinois  Department  of  Public  Aid's  Bureau  of  Pro- 
gram Integrity  to  compare  Schedule  II  designated  product  utiliza- 
tion profiles  by  Illinois  vendors.  This  information  could 
enhance  IDPA's  Medicaid  Fraud  initiatives. 


INFORMATION  SERVICES 
INTRODUCTION 

At  the  time  of  consolidation,  it  was  recognized  that  the  data  processing 
activities  of  the  new  Department  would  have  to  be  significantly  enhanced 
in  order  to  meet  the  administrative,  strategic,  and  operational  needs  of 
DASA.  The  creation  of  this  new  Division  is  further  recognition  of  that 
need.  It  was  also  recognized  that  for  FY85  there  were  initially  three 
primary  objectives  for  the  new  Department  in  this  area: 

. Maintain  the  operational  status  of  all  current  systems  so  as  to  not 
impede  the  necessary  flow  of  information. 

. Develop  a short-range  plan  of  action  that  would  result  in  the  selec- 
tion of  a combination  of  equipment  and  personnel  required  to  develop 
a strong  base  from  which  to  begin  development  of  new  information  pro- 
cessing systems  designed  to  meet  the  needs  of  the  new  agency. 

. Implement  a new  Triplicate  Prescription  Processing  System  that  would 
actively  help  control  the  misuse  and  abuse  of  controlled  substances 
while  at  the  same  time  limiting  interference  with  ethical  medical 
practice,  as  discussed  above. 

These  objectives  for  Information  Services  are  currently  being  carried  out. 
The  following  discussion  presents  the  current  status  of  these  systems. 

First  Objective 

Current  Status  The  plan  of  action  for  maintaining  the  operational  status 
of  current  systems  required  a two-pronged  approach.  Since  the  operation 
of  the  alcoholism  system  is  currently  dependent  on  data,  systems  and  proce- 
dures integral  to  DMH/DD  data  processing,  a decision  was  made  to  continue 
operations  of  these  systems  by  DMH/DD  throughout  the  fiscal  year.  Through 
a series  of  meetings,  an  interagency  agreement  for  this  mode  of  operation 
was  developed  that  has  been  in  operation  since  July  of  1984. 

The  agreement  provides  for  continued  operation  of  the  ERS  in  current 
status  with  the  exception  that  incoming  data  would  be  prepared  and  sub- 
mitted by  DASA  as  necessary  and  that  computer  output  would  be  routed  by 
DMH/DD  to  appropriate  DASA  personnel.  In  addition,  DMH/DD  will  make 
copies  of  appropriate  data  files  available  for  further  analysis  by  DASA. 

In  return,  DMH/DD  would  receive  a credit  for  services  to  a predetermined 
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appropriation  limit.  Finally,  the  agreement  stipulates  that  DASA  will 
take  over  operation  of  part  or  all  of  the  system  as  soon  as  practical. 

In  regard  to  the  drug-related  systems,  the  approach  has  been  one  of  per- 
forming moderate  modification  to  existing  systems  as  required  to  maintain 
their  operational  status.  This  approach  has  required  varying  degrees  of 
effort  depending  on  the  system  in  question: 

. The  CODAP  Admission  Supplement  (CAS)  system  has  required  significant 
revision  to  maintain  its  operational  status.  A revised  set  of 
computer  programs  and  manual  procedures  will  be  implemented  before 
the  end  of  the  fiscal  year.  However,  due  to  past  system  problems,  a 
significant  data  file  correction  activity  will  be  required  to  correct 
existing  errors. 

. A third  major  system  (CODAP),  which  reports  drug  program  services, 
has  been  enhanced  by  new  manual  processing  procedures  designed  to 
correct  incoming  data  errors  and  thereby  more  accurately  report  ser- 
cice  delivery.  In  addition,  new  versions  of  the  computer  programs 
have  been  obtained  from  the  Federal  Government  and  will  be  imple- 
mented before  the  end  of  the  fiscal  year. 

. The  Pharmacy  system  for  maintaining  and  reporting  methadone  use  con- 
tinues to  be  stable  and  no  significant  changes  to  that  system  are 
foreseen. 

The  fiscal  and  management  systems  are  currently  undergoing  analysis  and 
revisions  will  be  undertaken  as  feasible. 

. The  Generalized  Accounting  System  (GAS)  has  been  successfully  imple- 
mented for  the  new  agency  and  is  currently  performing  tasks  that 
would  not  have  been  possible  with  the  existing  staffing  levels. 

. An  Executive  Management  Report  (EMR)  has  been  completely  revised  and 
is  being  made  operational.  However,  the  reporting  requirements  for 
this  system  are  currently  being  studied  and  it  can  be  expected  that 
this  study  will  lead  to  further  revision  in  the  system. 

The  activities  have  focused  on  maintaining  the  operational  status  of  sever- 
al other  information  system  functions: 

. Assistance  to  the  HCFA/ISPD  project  (See  Chapter  IV  above)  in  the 
areas  of  completing  their  system  and  coming  to  a decision  on  the 
inability  of  the  current  terminals  to  meet  their  needs 

. Successful  move  of  the  Chicago  Central  Office  computer  system  to  the 
State  of  Illinois  Center 

. Implementation  of  plan  for  interim  computer  equipment  in  the 
Springfield  office 

. Implementation  of  a new  computer  security  system 


86-V-Page  7 


. Operation  of  the  current  triplicate  system  until  its  replacement  with 
a new  system 

Second  Objective 

The  plan  for  selecting  personnel  and  equipment  necessary  to  form  a base 
from  which  to  begin  development  of  new  systems  is  complete,  with  substan- 
tial progress  in  both  areas.  Personnel  are  being  phased  in  and  the  RFP 
for  equipment  for  a mini -computer  to  be  installed  in  Springfield  is  now 
being  evaluated  and  it  is  expected  that  a computer  will  be  installed  and 
operational  during  1985. 

The  projected  needs  of  the  four  Regional  Offices  have  also  been  analyzed 
and  their  equipment  will  be  selected  and  installed  in  the  first  half  of  FY 
86. 


Third  Objective 

The  third  primary  objective,  implementation  of  a new  Triplicate  Prescrip- 
tion System,  was  discussed  earlier  in  this  Chapter. 

The  Triplicate  Prescription  system  development  project  is  also  being  used 
as  a test  of  new  information  systems  development  standards  and  techniques 
that  will  form  the  basis  for  future  system  development  projects. 

Plan  of  Action  - FY86  The  preceding  summary  of  the  current  status  has 
also  documented  the  basis  for  the  operational  plan  for  FY86. 

. Further  effort  is  required  to  separate  alcoholism  data  processing 

from  DMH/DD,  combine  it  with  drug-related  data  and  produce  a limited 
set  of  new  reports  for  management  analysis.  This  activity  will  be 
initiated  in  the  first  half  of  FY86,  but  will  not  be  completed  until 
FY87. 

. A major  new  system,  identified  as  the  Resource  Management  system, 
will  be  developed  and  function  as  a nucleus  for  additional  new 
systems.  It  will  be  designed  using  fourth-generation  computer 
languages  and  techniques,  with  the  objective  of  accurately  storing 
and  analyzing  basic  information  on  all  outside  resources,  including 
their  location,  services,  funding  limits,  contract  status  and  other 
related  data. 

. A computerized  agency  timekeeping  system  will  be  implemented  to 
replace  the  current  labor-intensive  system. 

. A comprehensive,  agency-wide,  long-range  information  systems  plan 
must  be  developed  that  recognizes  the  future  needs  of  DASA  and 
includes  the  requirements  for  information  exchange  between  DASA  and 
its  funded  agencies. 

. The  funded  agencies  are  in  a significant,  general  need  for  computer 
support  for  their  operations  and  a model  system  that  recognizes  the 
various  levels  of  computerization  now  in  existence  must  be  developed 
and  tested  for  this  purpose. 
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. A significant  amount  of  support  will  be  required  to  provide  DASA  with 
new  analyses  ofNlata  that  have  been  made  possible  through  the 
creation  of  the  new  Department. 

New  EDP  equipment  designed  will  be  installed  to  provide  general 
support  to  the  regional  offices;  to  enhance  office  automation  in 
the  Chicago  office  and  to  implement  use  of  systems  such  as  PROFS 
and  MEGACALC  throughout  DASA. 

A study  of  the  data  needs  of  the  Toxicology  Laboratory  and 
potential  implementation  of  hardware  and  software  designed  to 
meet  those  needs  will  be  completed. 

Continue  to  provide  for  all  operational  systems,  including 
enhancements  to  the  GAS. 

This  plan  is  based  on  known  current  needs.  Should  major  new  initiatives, 
such  as  the  DUI  program,  be  undertaken  by  DASA  they  could  substantially 
alter  the  plan  of  action. 
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CONCLUSION 


CONCLUSION 


The  alcohol  and  drug  abuse  continuum  of  Prevention/ Intervention/Treatment/ 
Aftercare  programs  in  Illinois  reflects  a system  of  services  which  range 
from  treating  the  most  seriously  dysfunctional  individuals,  and  thereby 
reducing  both  the  economic  and  social  costs  associated  with  alcohol  and 
drug  dependency,  to  establishing  a sound  prevention  strategy  which  deglamor- 
izes  alcohol  and  drug  usage  and  which  can  reverse  the  serious  escalation 
in  alcohol  and  drug  abuse,  dependency  and  experimentation  among  all  popula- 
tions, especially  the  young. 

The  previous  chapters  of  this  report  provide  a detailed  outline  of  the 
characteristics  of  those  who  suffer  from  alcohol  and  drug  use  and  abuse, 
projects  trends  of  future  alcohol  and  drug  related  problems,  and  describes 
the  extensive  service  network  developed  to  meet  the  needs  of  alcohol  and 
drug  abusing  citizens.  However,  as  in  all  human  service  programs,  effec- 
tively dealing  with  a particular  problem  requires  coordination  with  other 
programs  so  as  to  focus  upon  the  total  individual  and  his  or  her  varied 
problems.  Here  DASA  plays  an  essential  role  in  focusing  the  attention  and 
efforts  of  other  agencies  upon  the  problems  of  alcohol  and  drug  abuse  and, 
most  important,  assisting  other  agencies  in  serving  those  individuals  with- 
in their  own  client  population  who  may  also  need  alcohol  and  drug  treat- 
ment or  benefit  from  prevention  services. 

This  first  State  Plan  has  been  developed  and  sent  to  the  printer  after 
eleven  months  of  DASA's  first  year  of  operation.  It  is  intended  to  commun- 
icate these  objectives: 

. An  overview  and  orientation  to  both  the  alcohol  and  drug  abuse  fields 
of  the  history  and  current  status  of  the  separate  treatment  systems 
which  have  come  together  in  the  new  Department. 

. A sense  of  commitment  and  forward  direction  to  the  development  of 

Prevention  services  for  alcohol  and  substance  abuse  problems  for  all 
citizens  but  with  a clear  and  immediate  focus  on  the  needs  of  our 
youth . 

. An  explicit  recognition  that  there  are  a number  of  groups  of  persons 
for  whom  a continuum  of  treatment  services  is  not  available  or  may 
not  be  appropriate  or  may  be  inadequate  to  meet  their  needs. 

. A commitment  to  quality  of  services  and  the  evaluative  study  and 
development  of  standards  to  enable  that  goal. 

. An  introduction  to  the  organization  and  functions  of  the  new 
Department  for  those  who  are  not  in  frequent  contact  with  the 
Department. 

. Identification  of  a wide  range  of  program  and  service  issues  which 
will  be  addressed  in  the  next  and  successive  years. 

. An  invitation  and  a challenge  to  concerned  individuals  and  groups  to 
participate  with  DASA  in  shaping  future  planning  efforts  for  service 
and  program  development. 
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